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CHAPTER  1 
INTRODUCTION  AND  BACKGROUND 
Overview 

More  than  at  any  time  in  our  recent  history,  national 
attention  is  being  focused  on  the  nature  of  the  role  of  govern- 
ment in  American  society.     In  the  social  welfare  arena,  for 
example,  the  underlying  question  is  to  what  extent  should  the 
public  sector  be  active  in  providing  necessary  services  to 
those  who  are  unable  to  obtain  th  em  with  their  own  resources? 
Current  debates  reflect  some  degree  of  progress  since  the 
Depression  of  the  late  1920s  and  1930s.     However,  then  the  ques- 
tion was  whether  government  had  a  role  at  all.     Now,   the  appro- 
priateness of  "a  safety  net"  for  the  very  needy  is  assumed, 
although  what  constitutes  that  minimum  and  who  are  the  truly 
needy  are  still  matters  of  controversy. 

The  questions  of  the  1980s  concern  the  division  of  responsi- 
bilities between  the  public  and  private  sectors  and  between  the 
federal,   state,  and  local  levels  of  government.     The.se  critical 
and  fundamental  issues  are  nowhere  more  visible  than  in  Medicaid, 
the  multi-billion  dollar  federal-state  program  which  pays  for 
medical  services  used  by  eligible  low- income  people;  and  this 
report  reflects  them  throughout.     It  is  based  on  the  fact  that, 
given  the  nature  of  our  medical  care  system,   the  public  officials 
who  plan  and  administer  Medicaid  must  depend  on  private  physi- 
cians and  other  providers  to  deliver  care  to  program  eligibles. 
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And,   it  makes  use  of  the  additional  fact  that,  given  its 
federal-state  nature,  Medicaid  is  in  reality  54  separate 
programs,  one  for  each  of  the  states  and  jurisdictions  which 
share  in  the  federal  money  available  under  Title  XIX  of  the 
Social  Security  Act.     This  is  the  report  of  a  study  which 
compared  state  Medicaid  program  characteristics,  on  the  one 
hand,  with  the  participation  of  office-based  physicians,  on 
the  other,   to  draw  conclusions  about  the  influence  which  public 
decisions  have  on  private  actions.     Because  it  deals  with  such 
basic  questions,  moreover,  its  recommendations  are  applicable 
to  any  public  program  which  finances  the  purchase  of  services 
from  the  private  sector  whether  it  is  administered  by  the 
federal  government,  as  has  been  proposed  recently,  or  by  the 
states. 

In  the  1930s,   the  federal  government  became  involved  more 
substantially  than  ever  before  in  programs  to  aid  individual 
Americans  to  cope  with  some  of  the  unpredictable  exigencies  of 
industrialization.     The  impact  of  the  Depression  was  so  wide- 
spread and  so  devastating  that  many  states  and,  finally,  the 
federal  government  intervened  to  assist  citizens  to  cope  with 
some  of  its  effects.     The  centerpiece  of  the  federal  role  for 
almost  50  years  has  been  the  Social  Security  Act  of  1935,  which 
through  its  many  Tides,  has  provided  income  and  certain  other 
services  to  those  who  needed  them.     It  was  based  in  large  part 
on  the  view  that  economic  hardship  was  determined  to  a  greater 
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extent  than  had  been  acknowledged  previously  on  the  operation 
of  the  economic  system.     So  many  people  who  had  been  conscien- 
tious employees  and  wanted  to  continue  to  work  were  unable  to 
find  jobs,  and  the  suffering  was  so  far-flung,  reaching  into 
every  economic  and  social  class  in  every  corner  of  the  nation, 
that  proposals  for  federal  intervention  were  not  only  tolerated 
but  welcomed. 

As  the  federal  role  has  continued  to  evolve  over  the 
intervening  years,   it  has  expanded  to  encompass  more  services, 
including  housing,  food,  and  medical  care.     The  achievement  of 
these  federal  social  welfare  objectives  depends  sometimes  upon 
the  cooperation  of  the  private  sector.     This  cooperation  is 
necessary  when,   for  example,  the  strategy  for  meeting  them 
entails  public  financing  of  the  purchase  of  services  from 
private  providers.     Critical  to  the  success  of  such  service 
financing  schemes  is  the  willingness  of  those  providers  to 
participate  --  that  is,   to  provide  services  to  eligible  popula- 
tions under  terms  specified  in  federal  and  state  laws  and 
regulations . 

Title  XIX  of  the  Social  Security  Act,   the  Medicaid  Title, 
is  one  example  of  a  financing  approach  to  meeting  social  wel- 
fare policy  objectives.     Through  Medicaid  the  federal  and 
state  governments  jointly  finance  the  purchase  of  health 
services  by  low-income  Americans.     By  the  measure  of  the 
amount  of  services  used  by  eligibles  since  its  inception  in 
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1965,  Medicaid  has  made  considerable  progress  toward  its  key 

objective  of  ensuring  access  of  the  low  income  population 

1 

to  health  care. 

Another,  less  popular  result  of  its  success  has  been  the 

dramatic  and  continuing  growth  of  program  expenditures  from 

2 

just  under  $1.5  billion  in  1965  to  $20.5  billion  in  1979. 
As  policymakers  and  other  observers  searched  for  the  means 
to  contain  those  expenditures  to  a  manageable  rate  of  increase, 
they  became  aware  of  declining  levels  of  physician  participa- 
tion, which  gave  rise  to  concern  for  two  reasons.  First, 
they  reduce  the  access  of  low-income  people  to  appropriate 
sources  of  care,  the  program's  principal  objective;  and 
secondly,  in  the  process,  they  tend  to  increase  program  expendi- 
tures by  diverting  users  of  services  to  more  expensive  sites 
3 

of  care. 

Because  provider  participation  is  critical  to  service 
financing  programs  it  is  important  to  identify  factors  which 
may  affect  that  participation  and  to  learn  what  we  can  do 
about  them.     The  research  reported  here  examines  the  variations 
in  several  states  among  one  important  provider  group,  pediatri- 
cians,  in  their  Medicaid  participation.     It  assesses  the  rela- 
tive impact  of  a  variety  of  factors  and  emphasizes  the  role  of 
state  Medicaid  policy  in  influencing  the  observed  participation 
of  pediatricians.     Since  many  of  these  factors  are  in  the 
control  of  policymakers,   understanding  their  impact  on  pedia- 
tricians'  decisions  opens  up  Che  possibility  that  low  levels 
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of  participation  can  be  raised  by  changes  in  state  policy. 
The  emphasis  is  on  the  states  because  the  structure  of  the 
program  gives  them  broad  discretion  in  setting  Medicaid 
policies  and  in  administering  the  program.     Moreover,  in  view 
of  this  structure,  it  is  not  surprising  to  find  that  the  states 
have  used  that  authority  to  create  programs  which  vary  con- 
siderably one  from  another.     Since  we  assumed  that  physician 
participation  was  affected  by  these  policies,  the  interstate 
differences  among  the  programs  became  the  basis  of  our  research 
strategy,  which  in  essence  was  to  compare  the  impact  on  pedia- 
trician participation  of  the  variety  of  policies  found  in  the 
4 

states. 

Subsequent  chapters  contain  a  theoretical  framework  and 
the  empirical  analyses.     In  the  remainder  of  this  chapter  we 
provide  some  background,   including  evidence  demonstrating  the 
disadvantaged  position  of  low-income  children  in  both  health 
status  and  utilization  of  health  services.     In  addition,  this 
chapter  shows  that  the  pediatrician  who  participates  in  Medi- 
caid is  a  potentially  important  resource  for  the  as-yet-unmet 
needs  for  health  care  among  low-income  children.     This  back- 
ground serves  to  substantiate  the  view  that  understanding  the 
impact  of  state  Medicaid  program  characteristics  on  physician 
participation  can  help  policymakers  to  promote  improved  access 
to  health  care  for  low-income  children.     Finally,  descriptive 
evidence  regarding  physicians'   experiences  with  Medicaid  will 
be  discussed. 
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The  Role  of  Medicaid  in  the  Access 
of  Low- Income  Children  to  Health  Care 

Andersen's  behavioral  model  of  health  services  use 
suggests  that  a  combination  of  predisposing  factors,  enabling 
factors,  and  Illness  levels  determine  service  utilization.^ 
Among  the  predisposing  factors  are  demographic  characteristics 
like  age  and  sex;  characteristics  like  education,  race  and 
family  size  which  help  to  locate  an  individual  in  the  social 
structure;  and  the  individual's  beliefs  about  health  and 
illness. 

The  enabling  "factors,  which  are  of  particular  interest 
to  us,  are  those  conditions  that  permit  the  individual  to 
use  services.     These  include  family  characteristics,  like  in- 
come level  and  health  insurance;  and  community  characteristics, 
like  the  availability  of  physicians  and  facilities.     A  lack  of 
financial  resources  and  a  provider's  unwillingness  to  serve  a 
patient  whose  care  is  paid  for  by  Medicaid  are  barriers  to 
service  utilization. 

Illness  levels  or  need,  both  as  perceived  by  the  individ- 
ual  and  as  evaluated  by  a  health  professional,  are  also  factors 
in  service  use. 

Unlike  many  of  the  predisposing  and  need  factors,  those 

which  enable  people  to  use  services  generally  are  susceptible 

6 

to  change  through  public  policy.       For  example,   policies  pro- 
moting income  redistribution  enhance  the  ability  of  families 
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to  purchase  health  services.  Medicaid  is  one  such  transfer 
which  has  contributed  to  the  reduction  of  economic  barriers 
to  service  use. 

Medicaid's  role  in  financing  the  health  care  of  low-in- 
come children  has  been  substantial  as  recent  data  on  national 
health  expenditures  confirms.     Persons  nineteen  years  of  age 
and  younger  constituted  31  percent  of  the  United  States  popula- 
tion in  1978  and  accounted  for  12  percent  of  all  personal 
health  expenditures  during  that  year.     Twenty-nine  percent  of 
the  $19.9  billion  spent  on  personal  health  care  for  those  under 
19  came  from  public  sources;  15.8  percent  was  paid  for  by 
Medicaid.      The  most  dramatic  indication  of  the  breadth  of 

Medicaid's  reach  is  the  fact  that  in  1977  one  child  in  seven 

8 

received  medical  care  financed  by  Medicaid. 

Evidence  that  Medicaid  has  had  an  important  role  in 
ensuring  access  to  health  services  for  low-income  persons  has 
been  available  for  many  years.       Data  pertaining  to  health 
service  utilization  by  low-income  children  follow  a  pattern 
similar  to  those  of  the  low- income  population  of  all  ages.  It 
is  a  story  of  gradually  disappearing  deficits  in  utilization 
rates  between  low-income  children  and  their  higher  income 
counterparts . 

Physician  visits  per  capita  is  a  measure  of  access  to 
health  services  which  illustrates  this  trend.     In  1967,  persons 
of  all  ages  with  incomes  under  $5,000  had  an  average  of  4.3 
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physician  visits  per  capita  per  year,  while  those  with  incomes 
over  $15,000  averaged  4.8  visits.     By  1969  this  inverse  correla- 
tion between  physician  visits  and  income  had  disappeared,  and 

in  1975  the  lowest  income  group  had  6.0  visits,  while  the 

10 

highest  had  4.9  visits. 

While  use  by  low-income  persons  of  all  ages  exceeded  that 
of  higher  income  groups  in  each  year  since  1968,  it  was  not 
until  1975  that  use  by  low-income  children  (lander  17  years  of 
age)  exceeded  that  of  higher  income  children.     In  1967  children 
in  families  with  incomes  under  $5,000  had  2,7  physician  visits 
per  capita  per  year,  while  those  in  families  whose  incomes  ex- 
ceeded $15,000  had  4,7  visits.     In  1971  the  figures  were  3.8 
visits  and  5.0  visits.     In  1975,  physician  visits  per  capita 
had  increased  to  4.6  for  children  in  the  lowest  income  group, 

and  had  actually  declined  to  4.5  for  children  in  the  highest 
11 

income  group . 

The  gains  in  access  to  health  care  experienced  by  low 
income  children  in  recent  years  have  indeed  been  substantial. 
As  the  following  sections  reveal,  however,   trend  data  reflecting 
only  gross  amounts  of  utilization  obscure  .differences  in  access 
to  care  among  income  groups  which  remain  in  such  areas  as  use 
relative  to  need,  access  to  a  regular  source  of  care,  the 
settings  in  which  care  is  received,  and  the  burden  of  out-of- 
pocket  expenditures. 
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Use  Relative  to  Need 
Utilization  rates  reflect  a  tendency  toward  equali- 
zation of  access  among  children  of  different  incomes,  but 
many  authors  point  out  tha-t  such  comparisons  should  be  ad- 
justed for  health  status  because  low  income  children  tend  to 

12 

be  in  poorer  health  than  their  higher  income  counterparts. 
They  are  more  likely  to  have  restricted  activity  days,  days 
when  they  are  confined  to  bed,  and  days  out  of  school.  For 
example,  data  from  the  Health  Interview  Survey  show  that 
during  the  1975-1976  school  year  low  income  children  of  school 
age  lost  an  average  of  6.4  school  days,  while  those  from  high 
income  families  lost  an  average  of  only  4.7  days. 

Access  to  a  Regular  Source  of  Care 
It  is  well  established  that  individuals  with  a  regular 
source  of  care  are  more  likely  to  visit  a  physician  at  least 
once  during  a  given  year  than  those  with  no  regular  source. 
The  evidence  also  suggests,  however,   that  access  to  a  regular 
source  of  care  is  not  shared  equally  by  subgroups  of  the 
population.     Eighty-eight  percent  of  the  children  under  18 
reported  having  a  regular  source  of  care,  but  black  children 
and  poor  children  were  more  likely  than  average  to  report 
having  no  regular  source  of  care. 
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Use  of  Health  Care  Settings 

Most  of  the  care  received  by  children  is  ambulatory,  but 
data  from  the  1974  Health  Interview  Survey  suggest  that  child- 
ren of  different  income  levels  are  not  equally  likely  to 
receive  care  in  the  same  settings.     In  particular,  poor  child- 
ren receive  a  greater  proportion  of  their  care  in  institutional 
settings  like  hospital  emergency  departments  and  outpatient 
clinics  and  neighborhood  health  centers. 

For  example,  among  children  in  families  with  incomes  under 
$5,000  in  1974,  63  percent  saw  a  doctor  during  the  year.  Thirty 
percent  received  care  in  private  offices;  14  percent,  in  institu- 
tional settings;  and  19  percent,  in  both.     In  contrast,  the  74 
percent  of  children  in  families  with  incomes  over  $15,000  who 
saw  a  doctor  during  the  year  were  treated  as  follows:     54  per- 
cent received  care  in  private  settings;   3  percent,   in  institu- 
tional settings;  and  17  percent,  in  both.     Similarly,  black 
children,  poor  children,   and  children  in  central  cities  were 
more  likely  than  average  to  rely  on  hospitals  as  their  regular 

source  of  care  and  less  likely  than  average  to  rely  on  private 
16 

physicians. 

17 

These  data  as  well  as  those  from  other  studies  evidence 
the  greater  reliance  of  low-income  children  on  care  received 
in  institutional  settings.     While  not  necessarily  of  lower 
quality,   the  care  delivered  in  hospital  emergency  departments 
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ls likely  to  be  more  episodic  and  less  comprehensive  than 

18 

care  delivered  in  private  offices. 

Out-of-Pocket  Expenditures 
There  is  evidence  that  in  spite  of  public  programs,  the 
financial  burden  of  medical  care  is  not  felt  equally  by 
families  at  different  income  levels.     Andersen,  Lion,  and 
Anderson  in  reporting  family  outlays  for  personal  health  services 
as  a  percentage  of  family  income,  by  income  group,  found  that 
families  with  the  lowest  incomes  spent  13  percent  for  medical 

19 

care  while  those  with  the  highest  incomes  spent  only  3  percent. 

In  summary,  while  low-income  children  now  experience 
greater  access  to  health  care  than  ever  before,  there  is  evi- 
dence that  the  distribution  of  health  services  is  not  yet 
equitable.     The  need  to  consider  strategies  for  enhancing  the 
access  of  low-income  children  to  health  care,  therefore, 
continues.     Among  those  worth  examining  are  means  to  foster 
the  potential  service  provider's  willingness  to  treat  Medicaid- 
eligible  children  and  to  bill  the  program  for  the  services 
rendered  to  them. 

The  Role  of  the  Pediatrician  in  the  Access  of 
Low- Income  Children  to  Health  Care 

Published  data  include  no  direct  estimates  of  the  socio- 
economic status  of  children  visiting  pediatricians.  Available 
data  do  show,   however,    chat  the  pediatrician  is  a  major  provi- 
der of  health  care  to  .American  children.     Medicaid  can  be 
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viewed  in  part  as  a  means  to  raise  the  extent  to  which  low- 
income  children  receive  comparable  proportions  of  their  care 
from  the  same  practitioners. 

The  1975  National  Ambulatory  Medical  Care  Survey  found 
that  29  percent  of  the  office  visits  made  by  children  (through 
age  21)  were  to  pediatricians.      Moreover,  the  pediatrician's 
role  is  particularly  important  for  young  children.     Thus,  over 
half  of  the  visits  of  children  under  two  years  (57%)  and  from 
two  to  five  years  (51%)  were  to  pediatricians,  but  the  propor- 
tion fell  to  32  percent  for  six  to  14  year  olds  and  to  only 

21 

five  percent  for  those  15  to  21.     Since  the  pediatrician  plays 
such  a  key  role  in  the  delivery  of  care  to  young  children,  the 
access  of  low- income  children  to  mainstream  care  is  very  much 
the  issue  when  we  consider  the  factors  influencing  participation 
of  pediatricians  in  Medicaid. 

The  Experiences  of  Physicians  with  State  Medicaid  Programs 

As  early  as  1966  health  care  policymakers  and  program 

administrators  indicated  their  awareness  of  the  important  role 

of  provider  participation  in  the  access  of  Medicaid  eligibles 

to  services .     The  Handbook  of  Public  Assistance  Administration 

from  that  year  included  the  following: 

Participating  practitioners  include  sufficient  members 
of  each  profession,   and  a  proportionate  number  of 
practitioners  qualifying  for  specialty  practice  within 
professions,   so  that  the  items  of  medical  care  and 
services  included  in  the  plan  are  available  to  eligible 
persons  at  least  to  the  extent  they  are  available  to  the 
general  population.     As  a  minimum,    the  participation  racio 
determined  for  each  profession,   and  for  specialties  within 
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a  profession,  should  be  approximately  two-thirds  of 
such  practitioners  within  the  state. ^2 

These  regulations  reflected  the  interest  of  early  program 

administrators  in  providing  "mainstream"  medical  care  to  the 

23 

low-income  population.     But,   the  proviso  that  two- thirds  of 
the  state's  providers  participate  is  an  arbitrary  standard  of 
access  with  limited  meaning  since  the  key  terms  are  not  defined. 
A  participant  might  be  a  physician  who  only  registers  with  the 
program  or  one  who  sees  only  a  single  Medicaid  patient  in  the 
course  of  a  year.     Particularly  in  view  of  this  limitation,  the 
regulation,  while  not  a  guide  for  assessing  the  adequacy  of 
provider  participation,  should  be  seen  as  evidence  that  the 
program's  original  planners  recognized  the  importance  of  the 
issue. 

Interestingly,  the  "two-thirds"  rule  is  not  found  in 
current  Medicaid  regulations,  which  in  fact,  include  no  numeri- 
cal guide  to  the  adequacy  of  provider  participation  levels. 

Instead,   they  require  state  Medicaid  plans  to  ensure  high 

24  25 
quality  care    on  a  statewide  basis    with  payment  sufficient  to 

enlist  enough  providers  that  services  are  available  to  recip- 
ients at  least  to  the  extent  that  identical  services  are 

26 

available  to  the  general  populations.      Yet,  there  are  neither 
requirements  for  the  states  to  report  the  amount  of  provider 
participation,  nor  penalties  for  low  levels.     As  a  result,  data 
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on  provider  participation  in  Medicaid  are  not  available  from 

federal  sources,   and  until  recently,  what  was  known  about 

the  subject  was  based  primarily  on  anecdote. 

The  literature  on  Medicaid's  early  years  points  vaguely 

to  an  unwillingness  of  physicians  to  participate  in  the  pro- 
27  f  y 

gram.      One  1968  Medicaid  program  evaluation  identified  14 

states  reporting  physicians  or  other  providers  were  unwilling 

28 

to  participate.  However,  this  early  literature  lacked  system- 
atic data  with  which  to  document  trends  in  participation. 

More  recently  the  literature  has  included  a  small  number 
of  studies  pertaining  to  physician  participation  in  Medicaid. 
Most  of  these  studies,  which  are  discussed  in  more  detail  in 
Chapter  V,  present  simple  tabulations  of  the  number  of  physi- 
cians participating,  usually  within  some  limited  geographic 
areas.     Others  discuss  the  amount  of  participation  per  physician 
(These  findings  are  presented  in  Chapter  VI) . 

In  addition  to  reporting  observed  levels  of  provider 

participation  in  Medicaid,  several  studies  also  describe  the 

difficulties  encountered  by  physicians  in  serving  Medicaid 

29 

patients.     Among  these  are  inadequate  reimbursement,  delayed 

30  31 
reimbursement,       denied  reimbursement,       and  unpredictable 

32 

reimbursement.       Physicians  also  cite  complex  forms  and  bureau- 
cratic "red  tape"  as  reasons  for  limiting  their  participation 
33 

in  Medicaid. 

Complaints  that  the  proliferation  of  regulations  and  con- 

34 

trols  interfer  with  patient  care     are  also  cited  as  reasons 


for  limiting  Medicaid  participation.     Among  the  types  of 
regulations  about  which  physicians  make  this  claim  are  limita- 
tions on  the  amount  or  type  of  services  that  Medicaid  will 
cover.       Similar  views  are  registered  about  regulations  requir- 
ing that  physicians  obtain  explicit  authorization  before  pro- 

36 

viding  certain  services.      Finally,  the  fact  that  a  patient's 

eligibility  for  Medicaid  fluctuates  with  temporary  changes  in 

financial  status  may  make  it  difficult  for  a  physician  to 

complete  an  extended  course  of  treatment  and  to  maintain  a 

37 

continuing  relationship  with  the  patient. 

This  list  makes  it  apparent  that  many  aspects  of  state 
Medicaid  policies  influence  the  participation  decisions  of 
physicians.     Subsequent  chapters  will  establish  that  these 
policies  have  that  impact  because  they  affect  either  the  eco- 
nomic incentives  facing  the  physician  or  his  professionalism. 
To  some  degree  the  extent  to  which  the  physician  is  influenced 
by  Medicaid  policies  in  his  decisions  regarding  participation 
is  determined  by  the  nature  of  the  community  in  which  he 
practices  and  other  situational  factors.     These  issues  are 
discussed  more  fully  in  Chapter  2. 

Summary 

The  remaining  unmet  need  for  health  care  among  low  income 
children  makes  it  necessary  to  continue  the  search  for  improved 
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strategies  that  promote  their  access  to  care.     Medicaid  holds 
a  position  of  great  importance  in  its  actual  and  potential 
ability  to  minimize  financial  barriers  to  care.  However, 
access  to  care  is  obstructed  by  the  reluctance  of  service 
providers  to  see  patients  whose  care  is  financed  by  Medicaid. 

Many  policy  and  situational  factors  influence  the  extent 
to  which  pediatricians  participate  in  Medicaid.     In  the  chap- 
ters that  follow  these  factors  are  identified,  and  an  attempt 
is  made  to  assess  their  relative  importance.     To  assist  us  in 
the  analysis  of  provider  participation  decisions.  Chapter  2 
contains  a  framework  which  utilizes  the  economic  two-market 
theory  and  sociological  theories  of  professional  autonomy  to 
identify  factors  expected  to  be  influential.     The  research 
strategy  is  outlined  in  Chapter  3,  and  the  variables  and  speci- 
fic hypotheses  to  be  tested  are  identified  in  Chapter  4. 

Nonparticipation  in  Medicaid  is  the  subject  of  Chapter  5. 
Here,   the  theoretical  framework  is  used  to  highlight  the  observ- 
ed differences  between  the  nonparticipant  and  the  participant. 
Chapter  6  examines  the  extent  of  Medicaid  activity  among 
participating  pediatricians.     The  relationships  are  elaborated 
further  in  Chapters  7  and  8,  and  the  implications  of  the  study's 
findings  are  discussed  in  the  concluding  chapter. 
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Chapter  2 

PROVIDER  PARTICIPATION:     THE  THEORETICAL  FRAMEWORK 


Introduction 

Chapter  I  established  that  the  willingness  of  physicians 

to  serve  Medicaid  eligibles  is  an  important  component  of  their 

services  and  that,  as  a  result,  the  ability  of  low- income 

1 

children  to  obtain  the  care  they  need    may  be  reduced  to  the 
extent  that  pediatricians  are  unwilling  to  treat  them.  While 
the  Medicaid  program  pays  for  the  purchase  of  services,  practi- 
tioners are  free  t^  refuse  to  provide  them  under  the  terms  of- 
fered by  the  program.     In  exercising  that  option,  they  may 
frustrate  eligibles'  efforts  to  obtain  services.     In  addition, 
program  costs  may  be  higher  if  patients  substitute  more  expensive 
institutional  providers  for  office-based  physicians. 

Any  social  welfare  program  designed  to  finance  the  purchase 
of  goods  or  services  in  the  private  sector  depends . for  its 
success  on  the  willingness  of  providers  to  offer  their  services 
to  the  program's  beneficiaries.     Therefore,  it  is  essential 
that  all  interested  parties  understand  the  factors  affecting 
provider  decisions  regarding  participation  in  public  programs. 

Since  the  overriding  objective  of  policy  research  is  to  provide 

2 

reliable  guidance  for  social  action,     the  objective  of  the- 
present  study  is  to  identify  strategies  based  on  the  results 
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of  methodologically  sound  research  which  will  enable  policy- 
makers to  encourage  physician  participation  in  Medicaid. 

Policy  research,  according  to  Coleman,  has  certain 
special  properties .     Among  these  is  a  distinct  scheme  for 
classifying  the  variables  included  in  the  model  that  guides 
the  analysis.     The  traditional  distinction  between  dependent 
and  independent  variables  is  abandoned  for  a  tripartite  classi- 
fication.    Dependent  variables  become  outcomes  of  policy. 
Independent  variables  are  divided  into  two  categories:  policy 
variables ,  which  are  amenable  to  policy  control,  and  situa- 
tional variables ,  which,  while  influencing  the  programmatic 
outcomes,  are  not  themselves  subject  to  the  control  of  policy- 
makers.    The  latter  group  of  variables  cannot  be  ignored,  but 

must  be  controlled  either  by  the  research  design  or  by  the 
3 

analysis. 

Using  Coleman's  framework  to  organize  this  research,  we 
have  classified  the  variables  under  study  as  outcome  variables, 
policy  variables,  or  situational  variables.     Figure  2.1,  which 
depicts  the  relationships  among  them,  emphasizes  the  underlying 
objective  of  the  research:  to  assess  the  impact  of  Medicaid 
policy  on  provider  participation,  controlling  for  situational 
factors.     The  latter  include  personal  characteristics  of  the 
physician,  his  practice,  and  the  service  area  in  which  he  is 
active.     The  policy  variables  are  of  two  types.     First,  there 
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Fig.  2.1  Outline  of  a  Theoretical  Framework  of  Provider 
Participation  in  Public  Programs. 


-26- 


are  those  creating  economic  incentives  which  either  encourage 
or  discourage  participation.     And,  secondly,  there  are  policies 
which  affect  the  physician's  ability  to  practice  his  profes- 
sion and  in  so  doing,  also  influence  his  willingness  to 
participate. 

What  are  the  situational  and  policy  factors  that  affect 
a  physician's  participation?    Four  factors  are  suggested  by 
the  two-market  theory  advanced  by  economists  and  by  the 
professional-autonomy  theories  of  sociologists:  the  total 
demand  for  the  physician's  services,  the  financial  costs  of 
providing  services,  the  revenue  obtained  for  the  services, 
and  the  non-money  impact  on  the  physician's  professionalism. 
The  pages  that  follow  include  discussions  of  the  two-market 
theory,  theories  of  professional  autonomy,  and  the  four  influen 
tial  factors  that  derive  from  them.     In  addition,  we  will  show 
that  demand  and  financial  costs  are  situational  factors  that 
affect  participation  in  Medicaid  and  that  revenue  and  profes- 
sional costs,  on  the  other  hand,  are  policy-manipulable 
factors  that  shape  the  economic  and  professional  consequences 
of  physician  decisions. 

The  Two-Market  Theory 
The  economic  literature  contains  several  important  con- 
tributions to  our  understanding  of  service  provider  partici- 
pation in  public  programs.     This  work  is  based  on  a 


theoretical  framework  referred  to  as  the  two-market  theory, 

which  health-care  economists  have  applied  to  analyses  of 

physician  participation  in  publicly  financed  health  care 
4 

programs.      According  to  the  theory  physicians  have  two 
distinct  markets  in  which  to  sell  their  services.  The 
markets  are  defined  not  geographically,  but  by  the  source 
of  payment  for  the  services  and,  in  particular,  by  whether 
or  not  the  pajonent  source  requires  the  physician  to  accept 
its  compensation  as  payment- in- ful 1 . 

The  two-market  theorists  note  that  in  one  market  the 
physician  functions  as  a  "price-setter"  which  means  that 
the  reimbursement  he  receives  is,  in  general,  on  a  par  with 
the  fee  he  charges.     The  pajrment  sources  in  this  market  are 
generally  either  patients  paying  directly  for  services  or 
health  insurance  companies  paying  for  services  on  behalf 
of  policyholding  patients.     An  important  attribute  of  this 
market  is  that  if  the  physician  considers  the  compensation 
to  be  insufficient,  he  is  not  bound  to  accept  it  as  pajnuent- 
in-full.     Rather,  he  can  try  to  collect  the  difference  be- 
tween the  billed  charges  and  the  reimbursement.     Thus,  a 
physician  who  finds  that  the  proportion  of  his  bill  paid  by 
a  third  party  like  Blue  Shield  is  too  small,   is  free  to 
try  to  collect  additional  reimbursement  directly  from  the 
patient. 
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In  the  second  of  the  two  markets,  on  the  other  hand, 
the  physician  functions  as  a  "price-taker."    Here  the  pay- 
ment source  stipulates  that  the  physician  must  accept  its 
reimbursement  as  payment- in- full  for  the  services.  The 
Medicaid  program  is  an  example  of  such  a  pa3nnent  source.^ 
Whatever  the  proportion  of  billed  charges  actually  paid, 
the  physician  who  accepts  payment  from  Medicaid  agrees  not 
to  seek  further  payment  from  the  patient.     Since  the  physi- 
cian is  required  to  take  the  reimbursement  as  payment- in- 
full,  he  is  said  to  be  a  price- taker. 

Theorists  have  developed  a  behavioral  model  for  deter- 
mining the  amount  of  services  a  physician  will  render  in 
each  of  the  two  markets.     In  the  most  complete  discussion  of 
the  theory,  to  date,  Sloan  and  his  colleagues  explain  that 
the  physician's  decision  regarding  whether  to  provide  services 
in  the  Medicaid  market  at  all,  and,  if  so,  the  amount  of 
services  provided  there,  are  functions  of  three  factors:  the 
demand  for  the  physician's  services,   the  financial  costs  of 

6 

providing  services,  and  the  revenue  obtained  for  the  services. 

How  does  the  demand  for  a  physician's  services  affect 
his  or  her  Medicaid  participation?     Sloan,  Cromwell,  and 
Mitchell  assert  a  complementary  relationship  between  the  two 
markets  such  that  the  greater  the  Medicaid  demand,   the  less 
the  non-Medicaid  demand,  and  vice  versa.     For  example,  demand 
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in  both  markets  is  affected  by  the  size  of  the  Medicaid- 
eligible  population  in  the  physician's  service  area.  In 
general,  it  is  assumed  that  the  physician  would  rather  be 
a  price-setter  and,  therefore,  have  relatively  few  Medicaid 
patients,  but  he  is  not  always  able  to  arrange  to  do  so. 
Sloan  and  his  associates  identify  a  variety  of  factors  that 
may  affect  demand  for  a  physician's  services  in  either  the 
Medicaid  or  the  non-Medicaid  market.     These  include  service- 
area  characteristics  like  per  capita  income,  the  number  of 
physicians  in  the  area,  and  whether  or  not  the  practice  is 
located  in  a  metropolitan  area.     They  also  include  personal 
characteristics  of  the  physician  such  as  his  age,  the  place 
he  received  his  medical  education,  and  his  board-certifica- 
tion status.     The  factors  are  shown  in  Figure  2.2  and  specific 
hypotheses  are  discussed  in  Chapter  4.     In  general,  factors 
that  increase  non-Medicaid  demand  are  hypothesized  to  decrease 
Medicaid  demand,  and  vice  versa. 

How  does  the  revenue  obtained  for  a  physician's  services 
affect  his  or  her  Medicaid  participation?     Sloan,  Cromwell, 
and  Mitchell  observe  that  the  various  sources  paying  for 
medical  care  pay  physicians  different  amounts  for  the  same 
services.     Under  these  conditions  the  physician,   like  any 
other  rational  seller  in  the  marketplace,  can  be  expected 
to  select  as  many  patients  as  possible  from  the  market  in 
which  the  price  is  highest  before  selecting  patients  from  the 
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market  with  the  next  lower  price,  and  so  on.     Because  the 
reimbursement  paid  by  Medicaid  is  generally  the  lowest 
available  to  a  physician,  the  Medicaid  patient  will  usually 
be  the  least  desirable  patient  from  a  revenue -generating 
standpoint. 

Changes  in  the  revenue  available  for  the  services  in 
one  of  the  markets  will,  other  things  being  equal,  either 
increase  or  decrease  the  amount  of  services  rendered  in  the 
Medicaid  market.     An  example  is  a  change  in  the  Medicaid 
reimbursement  level.     If  Medicaid  policymakers  were  to 
increase  this  level,  the  two-market  theorists  posit  that 
physicians  would  be  willing  to  see  relatively  more  patients 
from  the  Medicaid  market.     Other  factors  affecting  the  revenue 
obtained  for  services  are  the  physician's  costs  of  collecting 
reimbursement  from  Medicaid  including  the  proportion  of  Medi- 
caid claims  returned  to  the  physician  for  additional  work,  the 
time  it  takes  to  fill  out  a  claim,  and  the  time  it  takes  the 
Medicaid  program  to  pay  his  bills.     These  factors  represent 
aspects  of  Medicaid  policy  that  create  economic  incentives 
or  disincentives  to  participation  in  the  program.   (See  Fig.  2.2) 

Finally,   the  two-market  theorists  note  that  participation 
in  the  Medicaid  market  is  also,   in  part,  a  function  of  the 
cost  to  the  physician  of  providing  services.     They  posit  that  as 
practice  costs  rise,   the  extent  of  Medicaid  participation  de- 
clines because  the  fees  paid  by  Medicaid,  which  tend  to  be 
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less  than  those  from  other  payers,  are  less  likely  to  cover 
the  physician's  costs.     Similarly,  the  physician  with 
relatively  low  practice  costs  is  expected  to  have  relatively 
more  participation  in  the  Medicaid  market.     The  salaries  the 
physician  pays  to  his  nonphysician  personnel  are  among  his 
practice  costs.   (Fig.  2.2)    An  increase  or  decrease  in  this 
component  of  practice  costs  is  expected  to  affect  Medicaid 
participation  in  the  manner  just  described  other  things 
being  equal. 

In  summary,  the  two-market  theory  identifies  three 
factors  in  provider  participation  decisions:  the  demand  for 
the  physician's  services,  the  revenue  obtained  for  the 
services,  and  the  costs  of  providing  services.     Figure  2.2 
identifies  the  variables  that  operationalize  these  factors. 
It  is  useful  to  note  that  the  demand  and  practice-cost  varia- 
bles are  situational  in  nature  and,  therefore,  while  they  may 

influence  participation,  they  are  not  subject  to  change  through 

8 

Medicaid  policy.       The  revenue  variables,  however,  are  subject 
to  change  through  policy  intervention.     Indeed,  by  increasing 
or  decreasing  a  physician's  revenue,  policies  create  very 
explicit  economic  incentives  which  foster  or  hinder  partici- 
pation.    As  noted  earlier,  we. expect  that  increasing  the 
Medicaid  reimbursement  level  or  reducing  the  costs  of  collect- 
ing from  Medicaid  would  foster  participation. 


-33- 


The  theoretical  framework  presented  in  Figure  2,2  illus- 
trates that  Medicaid  policies  affect  not  only  the  economic 
incentives  facing  the  physician,  but  also  his  professional 
autonomy.     While  the  impact  of  what  we  have  called  "profes- 
sional costs"  on  participation  has  not  been  estimated  by 
health-care  economists,  sociological  theories  of  professions 
lead  one  to  expect  that  such  costs  may  also  foster  or  hinder 
physician  participation  in  Medicaid,     The  contribution  of 
sociological  theories  of  professions  to  understanding  provider 
participation  in  public  programs  is  discussed  below. 

Theories  of  Professional  Autonomy 
Just  as  there  exist  two  markets  that  are  distinguishable 
by  whether  or  not  the  physician  must  accept  the  compensation 
offered  as  payment - in- ful 1 ,  there  are  also  two  markets  distin- 
guishable by  the  extent  to  which  the  pajnnent  source  infringes 
on  the  physician's  professional  autonomy.     Just  as  the  markets 
create  different  economic  incentives,  they  can  also  create 
professional  incentives  that  either  foster  or  hinder  Medicaid 
participation.     It  will  be  noted  below  that  the  various  sources 
paying  for  medical  care  can  be  expected  to  intrude  to  differing 
degrees  on  professional  autonomy.     Under  these  conditions  the 
physician  can  be  expected  to  select  as  many  patients  as  possibl 
from  the  market  in"  which  encroachments  upon  professional  auton- 
omy are  minimized  before  selecting  patients  from  the  market 
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with  the  next  greater  encroachments,  and  so  on.  Since 
Medicaid's  intrusiveness  upon  professional  autonomy  is 
generally  believed  to  be  substantial,  from  a  professional 
cost  standpoint  too,  the  Medicaid  patient  is  expected  to 
be  a  relatively  undesirable  patient. 

Why  is  the  preservation  of  professional  autonomy  so 
important  to  the  physician?    First,  autonomy  is  among  the 
defining  characteristics  of  a  profession.     The  literature 
shows  a  clear  consensus  on  the  definition  of  a  profession 
as  an  occupation  based  on  prolonged  specializ.ed  training 
in  a  body  of  knowledge  whose  practitioners  have  a  service 
orientation  and  autonomy  in  the  performance  of  their  work.^ 
Moreover,  some  authors  have  argued  that  autonomy  is  the 
predominant  characteristic  of  a  profession.     Freidson,  for 
example,  writes  that,  "the  only  truly  important  and  uniform 
criterion  for  distinguishing  professions  from  other  occupa- 
tions is  the  fact  of  autonomy  --  a  position  of  legitimate 
control  over  work."-*-^     In  this  view,  then,  the  preservation 
of  autonomy  is  synonomous  with  the  preservation  of  one's 
status  as  a  professional  and,  therefore,  must  be  important 
to  the  physician. 

Second,  professional  status  is  vulnerable .        The  society 
in  which  a  professional  practices  must  be  persuaded  that  an 
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occupation's  claim  both  to  special  knowledge  and  to  a  service 

orientation  is  legitimate.     Similarly,  autonomy  cannot  simply 

be  taken  upon  oneself  but,  rather,  must  be  conferred. 

Whether  formally  by  the  state  or  by  the  aggregate  behavior 

of  the  general  public,  a  profession's  privileged  position  must 

be  granted,  and  then  must  continue,  over  time    to  be 

12    .  ' 
legitimated.        Freidson  writes: 

If  a  profession's  work  comes  to  have  little  relation- 
ship to  the  knowledge  and  values  of  its  society,  it 
may  have  difficulty  surviving.     The  profession's  ■ 
privileged  position  is  given  by.  not  seized  from, 
society,  and  it  may  be  allowed  to  lapse  or  may  even 
be  taken  away. 13 

14  15  16 

Freidson,      Toren,      and  others      speak  of  the  maintenance  of 

professional  status  as  an  ongoing  struggle  involving  both 
persuasion  and  political  negotiation.     The  profession  of  medi- 
cine engages  continually  in  this  struggle.     The  sources  of 
pressure  for  deprofessionalization,  which  act  upon  medicine 
as  well  as  other  professions,  are  varied.     They  include,  for 
example,  the  routinization  of  previously  non-routine  work. 
Toren  notes  that  society  confers  autonomy  in  part  because  of 
the  non-routine  nature  of  the  work  which  requires  the  unham- 
pered exercise  of  the  practitioner's  expertise  and  judgment. 
To  the  extent  that  the  work  becomes  more  routinized,  this 
rationale^for  conferring  autonomy  on  the  occupation  is 
weakened.       Toren  also  notes  that  autonomy  is  conferred  on 
the  basis  of  the  occupation's  service  orientation  --its 
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dedication  to  pursue  the  client's  best  interest.     However,  she 

notes  that  if  the  service  orientation  is  not  adequately  upheld, 

or  if  society  shifts  its  definition  of  what  is  in  the  client's 

best  interest,  this  basis  for  conferring  autonomy  to  the 

18 

occupation  also  may  be  weakened.        Finally,  as  the  previous 

quotation  from  Friedson  makes  evident,  changes  in  the  society's 

knowledge  or  values  may  lead  to  pressure  for  deprof essionali- 

19 

zation  and  the  withdrawal  of  autonomy. 

Recent  structural  changes,  too,  threaten  to  erode  the 

medical  profession's  autonomy.     These  include  movement  away 

from  solo  practice  and  toward  practice  in  large-scale  lay- 

20 

administered  settings.        The  former  structure  epitomized  pro- 
fessional independence  and  autonomy.     The  latter  brings  greater 
peer  interdependence  and  pressure  for  accountability  with  a 
corresponding  reduction  in  a  profession's  autonomy.     With  the 
decline  in  the  simple  physician-patient  dyad  has  come  a  modifi- 
cation in  extent  of  traditional  professional  autonomy.  Not 
surprisingly,   the  medical  profession  tries  to  resist  these 
changes  in  part  to  preserve  its  professional  status. 

The  increased  role  of  third-party  payers  in  the  financing 
of  medical  care  is  another  structural  factor  that  has  brought 
pressure  for  deprof essionalization  and  erosion  of  physician 
autonomy.     In  1963  Anderson  and  Lyden  noted  that 

Over  one-half  of  the  general  hospital  bill  and  an 
increasingly  greater  proportion  of  the  physician's 
fees  are  being  paid  by  a  third  party  rather  than 
by  the  patient  directly.     These  developments  have 
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placed  the  practice  of  medicine  under  increasing 
scrutiny.     As  a  consequence,  some  feel  that  the 
freedom  needed  by  the  profession  to  practice  medicine 
effectively  is  being  jeopardized;  others  feel  that 
the  practice  of  medicine  will  be  improved  by  system-  21 
atic  supervision  and  review  in  an  organized  structure. 

This  trend  toward  third-party  payment  and  the  accompany- 
ing infringement  of  autonomy  has  only  expanded  since  1963. 
A  major  source  of  growth  in  third-party  financing  of  health 

care  came  with  the  advent  in  the  mid-1960s  of  the  public 

22  . 

programs,  Medicare  and  Medicaid. 

Thus,  as  major  purchasers  of  health  care,  federal  and 
state  governments  have  joined  the  ranks  of  the  forces  encroach 
ing  on  the  professional  autonomy  of  physicians.    As  Toren  said 

Governments,  too,  have  recently  reconsidered  their 
policy  and  positions  in  relation  to  the  professions 
and  have  begun  to  exercise  more  fully  their  authority 
to  decide  on  the  quality  and  quantity  of  services 
needed  for  the  welfare  of  society  and  its  members. 
This  is  not  linlike  the  earlier  intervention  of  govern 
ment  m  the  economic  sphere  and  its  restrictions  on 
the  laissez  faire  doctrine  of  business.     In  essence 
no  group,  however  vital  or  influential,  is  accorded' 
the  exclusive  right  to  determine  how  the  general  wel- 
fare will  best  be  served.     The  most  notable  case  in 
this  respect  --  for  it  concerns  the  most  prestigious 
and  powerful  profession  --  is  illustrated  by  the 
federally  enacted  and  sponsored  programs  of  Medicare 
and  Medicaid.     Recent  amendments  to  the  original 
statute  express  the  government ' s  wish  to  supervise 
albeit  through  professional  bodies,  the  distribution, oo 
quality,  and  costs  of  medical  care  in  these  programs! 

Here  Toren  observes  the  state's  increasing  interest  in  regulat- 
ing aspects  of  publicly  financed  health  care.     Remarking  on 

the  same  trend,  Wolfe  and  Badgley  have  observed  that  "he  who 

24 

pays  the  piper  wants  to  call  the  tune." 
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We  note,  then,  a  general  tendency  on  the  part  of  the 
payment  source  to  impinge  on  the  autonomy  of  the  provider 
of  services.     However,   this  tendency  can  be  expected  to  vary 
across  payment  sources.     It  is  likely  to  be  least  pronounced, 
for  example,  when  the  patient  pays  the  physician  directly 
because  the  individual  has  the  least  capacity  for  challenging 
either  the  knowledge  base  or  the  service  ideal  of  the  medical 
profession.     And.   further,  he  lacks  the  influence  which  comes 
from  being  a  large  purchaser.     The  status  of  the  professional, 
therefore,  seems  most  completely  preserved  at  the  level  of 
the  patient-physician  transaction. 

Other  payment  sources,  however,  as  third  parties  to  the 
patient-physician  transaction,  are  in  a  different  position  than 
the  individual  patient  regarding  both  the  motive  and  the  ability 
to  challenge  professional  autonomy.     Insurance  companies  and 
other  payers  employ  medical  professionals  to  redress  the  im- 
balance in  knowledge  and.   thus,  to  equalize  the  parties  by 
undermining  the  practicing  physician's  claim  to  privileged 
status  based  upon  a  special  knowledge  base.     The  third-party 
payer  may  also  have  both  the  motive  and  the  capacity  to  chal- 
lenge the  physician's  claim  to  be  acting  in  the  patient's  best 
interest  by  providing  specific  services.     It  may  have  a  differ- 
ent idea  about  the  patient's  interest,   such  as  restraint  in  the 

.    .         ^  .  .  25 

provision  of  services  and  the  cost  containment  which  results. 
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The  payer  may  try  to  foster  different  behavior  in  the  physician, 
such  as  curtailing  laboratory  tests,  limiting  surgery,  or 
substituting  generic  drugs  for  more  expensive  brand  names. 
Such  attempts  to  foster  cost-conscious  behavior  may  be  per- 
ceived by  the  medical  profession  as  encroachments  upon  the 
free  exercise  of  professional  judgment  or,  in  other  words, 
as  professional  costs  associated  with  providing  services  to 
patients  whose  care  is  paid  for  by  that  particular  third-party 
payer. 

The  various  third  party  payers  may  have  different  tenden- 
cies to  interfere  with  the  physician's  judgment.     For  example, 
25  27 

Anderson      and  Law      have  described  Blue  Cross  and  Blue  Shield 
plans  as  historically  having  worked  with  the  medical  profession 
rather  than  being  in  conflict  with  it.     This  might  lead  us  to 
suppose  that  these  payers  pose  a  lesser  threat  to  physician 
autonomy.     However,  the  question  of  whether  various  third-party 
payers  do,  indeed,  differ  in  their  tendency  to  challenge  pro- 
fessional autonomy  is  an  empirical  question  as  yet  unaddressed 
in  the  literature.     Nonetheless,   the  sociological  theories  of 
professional  autonomy  suggest,  at  a  minimum,   that  to  the  ex-  ■ 
tent  the  physician  has  alternatives,  he  or  she  will  behave  in 
a  manner  which  tends  to  minimize  professional  costs  and  pre- 
serve professional  autonomy. 
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While  the  entire  range  of  third-party  payers  has  not  been 

examined  for  the  relative  degree  of  professional  costs  imposed 

on  physicians,  Davidson  has  considered  the  professional  costs 

28 

imposed  by  Medicaid  in  some  detail.      He  points  out  that 
specific  aspects  of  Medicaid  policy,  such  as  the  scope  and 
duration  of  the  services  covered  by  a  state,  may  affect  pro- 
fessional autonomy  and  the  free  exercise  of  medical  judgment. 
When  these  professional  costs  become  great  enough,  they  may 
affect  Medicaid  participation. 

. . .physicians  are  influenced  principally  by  fiscal 
considerations  and  by  factors  that  interfere  with 
their  ability  to  exercise  their  professional  judgment... 
Accordingly,   if  an  administrative  decision  or  policy 
diverges  enough  from  their  wishes  or  expectations,  or, 
more  likely,   if  an  accumulation  of  state  actions  of- 
fends them  sufficiently,  they  are  likely  to  reduce  or 
end  their  participation  in  the  program,  other  things 
being  equal. 29 

The  hypothesis  underlying  Davidson's  discussion  postulates 
that  changes  in  the  professional  costs  imposed  by  Medicaid 
will  result  in  changes  in  participation.     The  professional 
incentives  created  by  Medicaid  will  influence  whether  or  not 
the  physician  provides  services  to  Medicaid-eligibles  and 
the  extent  to  which  such  services  are  provided.     Thus,  for 
example,  if  a  state  removes  restrictions  on  the  amounts  of 
particular  services  that  can  be  provided  by  physicians,  such 
a  policy  change  could  be  expected  to  foster  professional  auto- 
nomy and,   therefore,   participation.     Similarly,   if  a  state's 
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overall  Medicaid  policy  environment  is  less  rather  than  more 
restrictive,  one  could  expect  relatively  more  participation. 
These  factors  represent  aspects  of  Medicaid  policy  which,  by 
creating  professional  incentives  or  disincentives,  either 
encourage  or  discourage  participation.     The  factors  are  shown 
in  Figure  2.2  and  the  hypotheses  are  discussed  further  in 
Chapter  4. 

Summary:     Testing  a  Framework  for  Provider 
Participation  Decisions 

The  foregoing  discussion  provides  reasons  for  believing 
that  provider  decisions  regarding  Medicaid  participation  are 
the  result  of  many  factors.     Any  empirical  effort  to  understand 
these  decisions  must  acknowledge  this  complexity  and  attempt, 
at  least,  to  meet  its  challenge.     Oversimplification  is  inevi- 
table, however,  since  in  conducting  reseaifch  one  must  make 
assxjmptions ,  operationalize  and  measure  concepts,  and  apply 
statistical  techniques. 

The  objective  of  this  research  is  to  determine  the  impact 
of  Medicaid  policies  on  provider  participation,  while  control- 
ling for  situational  factors..   And,  Coleman's  framework  for 
policy  research  provides  only  the  skeleton  for  the  inquiry. 

The  substantive  bases  for  our  selection  of  factors  that 
affect  the  outcome  variable,   and  provider  participation  deci- 
sions, are  found  in  the  two-market  theory  and  theories  of 
professional  autonomy.     Factors  which  derive  from  these  theories 
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include  the  demand  for  the  physician's  services,  the  financial 
costs  of  providing  services,  the  revenue  obtained  for  services, 
and  the  professional  costs  of  providing  services.     When  these 
constructs  are  organized  within  Coleman' s . framework,  demand 
and  financial  costs  are  considered  situational  factors,  and 
revenue  and  professional  costs  are  considered  policy  factors. 
The  chapters  that  follow  report  the  results  of  an  empirical 
test  of  these  theoretically  derived  ideas  for  understanding 
provider  participation  decisions. 
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CHAPTER  3 
RESEARCH  METHODS 

Introduction 

The  data  presented  in  the  chapters  that  follow  come  from 
the  Survey  of  Pediatrician  Participation  in  State  Medicaid 
Programs.     This  survey  was  conducted  by  the  National  Opinion 
Research  Center  under  a  subcontract  from  the  American  Academy 
of  Pediatrics  during  1979  and  1980.     Data  were  collected  in 
two  phases.     During  Phase  I,  814  office-based  pediatricians 
participated  in  personal  interviews  and  710  of  them  completed 
brief  records  describing  35  patient  visits  during  an  assigned 
week.     In  Phase  II  pediatricians  who  had  completed  patient 
records  in  the  first  phase  took  part  in  a  mail  followup  survey. 
The  survey  requested  their  completion  of  brief  records  of 
payment  for  the  same  35  patient  visits  on  which  they  had  report- 
ed eight  to  ten  months  earlier.     The  survey  data  were  supple- 
mented by  information  from  a  variety  of  other  sources  (described 
below) . 

In  this  chapter  we  describe  the  sampling  and  strategies 
for  collecting  of  data  from  both  primary  and  secondary  sources. 
We  also  discuss  sources  of  bias  in  the  survey  and  assess  their 
impact  on  the  empirical  findings. 
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Sampling  Design:     Interstate  Variations 

In  Chapter  2  we  emphasized  that  the  interstate  variation 
among  Medicaid  programs  is  considerable.    The  design  of  Title 
XIX  is  such  that  the  states  retain  broad  discretion  over  the 
establishment  of  Medicaid  policies.    As  a  result,  the  programs 
vary  widely. 

Variations  among  the  states  is  present  in  many  of  the 
Medicaid  policies  that  are  expected  to  influence  the  pediatri- 
cian's decision  about  participation  in  Medicaid.    As  noted 
earlier,  factors  such  as  Medicaid  eligibility  levels,  covered 
services,  and  reimbiarsement  levels  --  all  of  which  can  be 
expected  to  either  foster  or  hinder  physician  participation  -- 
are  subject  to  state  discretion. 

The  variation  among  state  Medicaid  programs  provides  a 
natural  opportunity  to  examine  the  impact  of  state  Medicaid 
policies  on  pediatrician  participation  in  the  program.  This 
study  exploits  the  opportiinity  through  its  three-stage  sampling 
plan.     In  the  first  stage  thirteen  states  were  selected;  in  the 
second,  1,457  pediatricians  were  selected;  and  finally,  a 
random  sample  of  visits  to  each  physician  was  drawn. 

State  Sample 

The  method  of  state  selection  was  designed  to  yield  a 
sample  of  states  with  diverse  Medicaid  program  characteristics. 
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The  method  involved  assigning  to  50  Medicaid  jurisdictions^ 
values  from  each  of  two  indexes  which  summarize  important 
aspects  of  state  Medicaid  policies. 

The  first  is  a  fee  index  that  compares  the  level  of  each 
state's  Medicaid  reimbursement    to  payments  in  the  Medicaid 
market,  which  is  taken  to  be  an  approximation  of  physician 
fees  in  the  area.    The  index  is  based  on  maximum  allowable 
Medicare  and  Medicaid  reimbursement  for  fiscal  year  1975. 
Medicaid  and  Medicare  indexes  of  specialist  fees  were  developed 
for  each  county,  adjusted  for  cost  of  living,  and  then  aggre- 
gated into  state  indexes.     Column  1  of  Table  3.1  contains  the 
ratio  of  these  two  measures  for  each  state.    The  range  is  from 
a  value  of  100,  meaning  the  two  measures  are  identical  (17 
states)  to  a  low  of  39  (Pennsylvania). 

The  most  important  reason  for  using  this  index  in  state 
selection  was  that  it  is  the  only  attempt  in  the  literature 
to  establish  the  relative  level  of  each  state's  Medicaid  reim- 
bursement.    A  shortcoming  of  the  index  is  that  it  compares 
Medicaid  reimbursement  with  Medicare  reimbursement  rather  than 
with  the  private  market.     However,  the  authors  point  out  that 
these  are  the  only  major  health  programs  for  which  local  fee 
information  is  obtainable  for  the  entire  country.  Moreover, 
they  argue  that  "since  Medicare  reimbursement  practices  were 
designed  to  mirror  the  private  market,  Medicare  reimbursement 
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TABLE  3.1. --STATE  INDEX  VALUES  USED  IN 
SELECTION  OF  STUDY  STATES 


1975  Medicaid/Medicare 
Fee  Index 


1975  Medicaid 
Program  Index 


Alabama 

Alaska 

Arkansas 

California 

Colorado 

Connecticut 

Delaware 

D.C. 

Florida 

Georgia 

Hawaii 

Idaho 

Illinois 

Indiana 

Iowa 

Kansas 

Kentucky 

Louisiana 

Maine 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missouri 

Montana 

Nebraska 

Nevada 

New  Hampshire 
New  Jersey 

New  Mexico 
New  York 
North  Carolina 
North  Dakota 
Ohio 


100 

100 
92 
68 
74 

62 
100 
55 
68 
99 

98 
100 

79 
100 
100 

87 
100 

89 
100 

52 

79 
87 
100 
64 
71 

85 
92 
79 
95 
69 

96 
49 
90 
100 
86 


9 

10 
10 
12 
10 

11 
9 

11 
8 

10 

10 
10 
13 
11 
13 

12 
9 
10 
12 
9 

12 
12 
13 
8 
9 

12 
12 
10 
10 
11 

11 
12 
11 
13 
12 
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TABLE  3.1. --Continued 


1975  Medicaid/Medicare.    1975  Medicaid 
Fee  Index  Program  Index 


Oklahoma  100 

Oregon  50 

Pennsylvania  39 

Rhode  Island  63 

South  Carolina  100 

South  Dakota  93 

Tennessee  loo 

Texas  94 


10 
10 
9 
9 
11 

10 
9 
11 


Utah  100  13 

Vermont  95  10 

Virginia  loo  n 

Washington  82  10 

West  Virginia  70  n 

Wisconsin  loo  13 

Wyoming  100  9 
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rates  may  be  generally  representative  of  many  private  insurers. 
Thus  this  index  seemed  sufficient  for  establishing  the  relative 
level  of  each  state's  Medicaid  reimbursement.    The  higher  the 
index  score,  the  more  closely  the  level  of  Medicaid  reimburse- 
ment in  the  state  approximates  that  of  Medicaid. 

The  second  index,  the  Medicaid  Program  Index,  is  designed 
to  summarize  state  Medicaid  program  characteristics  with  regard 
to  major  areas  of  policy  in  which  states  make  key  decisions: 

eligibility  criteria,  services  covered,  and  methods  of  reim- 
4 

bursement.      The  index  was  calculated  by  assigning  a  value  to 

each  state  for  each  of  four  aspects  of  state  Medicaid  policy: 

whether  the  state  covered  the  medically  needy,  the  riumber  of 

optional  services  included  in  the  state  program,  the  extent  to 

which  limitations  and  requirements  for  prior  authorization  were 

imposed,  and  the  arrangements  by  which  reimbursements  were 

determined.     The  state  index  scores  were  obtained  by  adding  the 

scores  for  these  four  aspects  of  policy.     The  higher  the  index 

score,  the  less  restrictive  Medicaid  policies  in  the  state  were 

considered  to  be.     Table  3.1  shows  that  the  observed  range  on 

5 

the  Medicaid  Program  Index  in  1975  was  6  to  13. 

The  Fee  Index  and  the  Medicaid  Program  Index  provided  bases 
for  characterizing  state  Medicaid  programs.  The  ranges  of  these 
two  indexes  were  dichotomized,  allowing  each  state  to  be  classi- 
fied into  one  of  four  categories  as  depicted  in  Table  3.2. 
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TABLE  3.2. --CLASSIFICATION  OF  FIFTY  MEDICAID  PROGRAMS 
BY  1975  MEDICAID  PROGRAM  INDEX 
AND  1975  FEE  INDEX 


1975  Fee  Index^ 


Low 
(39-90) 


High 
(92-100) 


Low 
(6-10) 


1975 
Medicaid 
Program 
Indext> 


High 
(11-13) 


Pennsylvania  (574)^ 
Florida  (509) 
Maryland  (342) 
Missouri  (219) 
Washington  (208) 
Louisiana  (206) 
Colorado  (182) 
Oregon  (123) 
Mississippi  (89) 
Rhode  Island  (79) 
Nevada  (26) 


N  =  11 


Georgia  (271) 
Tennessee  (217) 
Alabama  (180) 
Kentucky  (161) 
Oklahoma  (104) 
Hawaii  (89) 
Arkansas  (55) 
New  Hampshire  (51) 
Vermont  (42) 
Idaho  (38) 
Delaware  (38) 
South  Dakota  (19) 
Alaska  (15) 
Wyoming  (13) 

N  =  14 


California  (1.642) 
New  York  (1,586) 
Illinois  (672) 
New  Jersey  (543) 
Ohio  (537) 
Massachusetts  (455) 
Michigan  (427) 
North  Carolina  (305) 
Connecticut  (274) 
Kansas  (86) 
West  Virginia  (84) 
District  of  Columbia(73) 
Montana  (37) 


Texas  (588)^^ 
Virginia  (321) 
Wisconsin  (231) 
Indiana  (186) 
Minnesota  (167) 
South  Carolina  (121) 
Utah  (77) 
Iowa  (76) 
New  Mexico  (63) 
Nebraska  (56) 
Maine  (47) 
North  Dakota  (20) 


N  =  13 


N  =  12 
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TABLE  3. 2 --Continued 


I.  L.  Burney,  G.  J.  Schieber,  M.  0.  Blaxall,  and 
J.  R.  Gabel , "Geographic  Variation  in  Physicians'  Fees," 
Journal  of  the  American  Medical  Association    240  (13) 
(September  22,  1978):  1369.  '   . 

^S.  M.  Davidson, "Variations  in  State  Medicaid  Pro- 
grams," Journal  of  Health  Policy.  Politics,  and  Law  (Sprine 
1978),  pp.  60-61.     ^  ^ 

The  numbers  in  parentheses  represent  the  total  non- 
Federal,  office-based  pediatricians  in  the  state.  Source: 
L.  J.  Goodman,  Physician  Distribution  and  Medical  Licensure 
in  the  U.  S.,   1976  (Chicago:  American  Medical  Association. 
1977)  ,  pp.  95-150. 
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Each  state  was  then  weighted  by  the  number  of  non-federal 
office-based  pediatricians  in  the  state,     thus  increasing 
the  probability  of  obtaining  states  with  both  the  largest 
numbers  of  pediatricians  and  the  largest  Medicaid  programs. 
Since  large  states  have  great  impact  on  the  national  Medi- 
caid program,  it  is  particularly  important  for  policy  rele- 
vant research  that  several  of  them  be  included  in  the  study. 
States  were  then  chosen  randomly  from  among  the  four  weighted 
categories.    The  thirteen  study  states  chosen  by  this  method 
are  shown  in  Table  3.3. 

Pediatrician  Sample 
Randomly  sampled  non-federal,  office-based  physicians, 
distributed  approximately  evenly  across  the  thirteen  states, 
were  selected  from  self- designated  pediatricians  included  in 
the  American  Medical  Association's  Masterfile,  which  was  the 
most  complete  enumeration  of  American  physicians  available. 
The  sampling  frame  included  not  only  physicians  who  were  certi- 
fied by  the  American  Board  of  Pediatrics,  but  any  physicians 
who  considered  their  primary  specialty  to  be  pediatrics. 

First  the  pediatrician  population  in  each  state  was  sorted 
into  five  strata  as  follows: 

Counties  in  Standard  Metropolitan  Statistical  Areas 
3,500,000+  population 
1,400,000  -  3,499,999  population 
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TABLE  3.3, --STATE  SAMPLE 


1975  Fee  Index 


Low  High 
(39-90)  (92-100) 


Low 
(6-10) 

Pennsylvania 
Maryland 
Colorado 

1975 

Medicaid 

Program   

Index 

California  Texas 
New  York  Indiana 
Massachusetts  Iowa 

Nebraska 


Georgia 
Tennessee 
Oklahoma 


High 
(11-13) 
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250.000  -  1,399,999  population 
50,000  -      249,999  population 
Counties  in  Non-Standard  Metropolitan  Statistical  Areas 

Then,  within  each  level  a  sample  of  pediatricians  was  drawn. 
The  sampling  rate  for  each  strata  was  proportional  to  its 
share  of  all  pediatricians  in  the  state.     This  sampling  scheme 
was  used  to  secure  an  equal  probability  sample  designed  not  to 
over-sample  any  subclass  of  the  state  pediatrician  population, 
but  rather  to  assure  that  the  resulting  sample  was  maximally 
representative.     In  all,  1,457  pediatricians  were  chosen. 

Patient  Sample 

As  noted  earlier,  the  study  also  included  the  collection 
of  data  on  a  sample  of  patients  seen  in  each  physician's  prac- 
tice.    The  sampling  and  data  collection  methods  were  adapted 
from  those  used  in  the  National  Ambulatory  Medical  Care  Survey 
since  its  inauguration  in  1973. 

The  sampling  plan  was  designed  to  yield  data  pertaining 
to  approximately  thirty-five  patient  visits  taking  place  during 
an  assigned  one-week  period.     Based  upon  their  own  estimates 
of  the  number  of  patients  expected  to  visit  during  the  assigned 
week,  physicians  reported  data  on  every  patient,  every  second 
patient,  every  third  patient,  or  every  fifth  patient  throughout 
the  week.     These  procedures  minimized  respondent  burden  and 
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ensured  equal  sample  sizes  regardless  of  practice  size.     It  is 
important  to  emphasize  that  the  sampling  frame  included  all 
patient  visits  to  the  practice  during  the  recording  week, 
regardless  of  the  source  of  payment  for  the  visit.     Thus,  the 
sample  might  include,  but  would  not  be  limited  to,  visits  made 
by  Medicaid  patients.     The  sampling  procedures  will  be  described 
further  in  the  section  about  data  collection. 

Summary 

The  Survey  of  Pediatrician  Participation  in  State  Medicaid 
Programs  employed  a  three-stage  sampling  plan,  which  was  designed 
to  achieve  maximimi  variance  on  state  Medicaid  policy  variables. 
In  the  first  stage  the  states  were  stratified  by  Medicaid  policy 
characteristics,  and  a  random  sample  of  thirteen  states  was 
selected.     In  the  second  stage  1,457  self-designated  office- 
based  pediatricians  were  selected.     In  the  third  stage  random 
samples  of  patient  visits  to  pediatricians  were  drawn. 

Data  Collection:     Instruments  and  Field  Procedures 
As  noted  earlier,  four  distinct  kinds  of  data  were  obtained. 
First,  the  pediatrician  sample  was  interviewed  face-to-face. 
Second,  the  pediatricians  completed  brief  records  describing 
samples  of  patient  visits  to  their  offices.     Third,   they  com- 
pleted records  of  pajonent  for  the  same  sample  of  patient  visits. 
Finally,   the  primary  data  collection  was  supplemented  with  data 
from  a  variety  of  secondary  sources.     Each  of  these  aspects  of 
data  collection  is  described  below. 
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Phase  I:     Interviews  and  Patient  Records 
Phase  I  of  data  collection,  a  survey  of  pediatricians 
and  their  practices,  includes  the  first  two  of  the  data- 
collection  efforts  described  above.     The  first  part  of  this 
survey  was  a  personal  interview  designed  to  elicit  data  about 
the  pediatricians,  their  practices,  their  attitudes  and  opinions, 
and  their  experiences  with  Medicaid  and  other  pajmient  sources. 
A  copy  of  the  questionnaire  is  included  in  Appendix  A. 

The  second  part  of  the  survey  involved  the  use  of  patient 
records  to  characterize  patient  visits  to  office-based  pedia- 
tricians.    These  sixteen-item  records,  completed  for  thirty- 
five  patient  visits  per  physician,  enable  us  to  describe 
ambulatory  care  received  from  pediatricians  with  particular 
attention  to  differences  associated  with  the  source  of  payment 
for  the  visit.     A  copy  of  the  patient  record  is  included  in 
Appendix  A. 

Data  collection  started  with  an  endorsement  letter  to  the 
sample  of  1,457  pediatricians  from  the  Executive  Director  of 
the  American  Academy  of  Pediatrics.     (See  Appendix  A  for  a  copy 
of  this  letter.)     Following  the  letter,  NORC  interviewers  tele- 
phoned the  physicians  in  the  sample  to  confirm  their  eligibility 
for  the  survey.     We  established  criteria  for  the  interviewers 
to  use  to  eliminate  ineligible  pediatricians  from  the  sample. 
For  example,   to  be  eligible,  pediatricians  had  to  be  office-based 
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.  least  .wenty  hours  a  wee..     (See  Appendix  A 

and  in  practice  at  i  interview).  Telephone 

„f  the  telephone  screening  interview) 
'  1  ed  879  pediatricians  eUgihie  .or  interviewing . 

screening  yielded  87    P  ^^^^^^  ^^^^^^^^ 

Physicians  were  excluded  f  35  percent  of  those 

^  .-n  office-based  practice.     -^o  f 
they  were  not  m  oftxc  .  ^ _ 

su^ry  of  reasons  for  pediatricians. 
Personal  interviews  were  completed 

t-p  of  92  6  percent,     ine  xe  ^ 
an  overall  survey  response  rate  •  ^  ^^^^ 

of  86.9  percent  m  t^oi-otd 
.ates  varied  from  a  low  of  P  ^ 

^r,i-  in  Oklahoma.  K^^^ 
°'  98.3  percent  m  ^^^,,^,,,uty  and  nonresponse 

llst^      Differential  rates  o  ^  ^.♦-^ 

iisu; .    ^  ci^es  bv  state, 

.esulted  in  some  variation  in  sample  -      J  ^^^^^ 

r>f  the  personal  mteivj. 
Oespite  the  length       ^he  P  ^^^^^^  ^^^^^^^^  ^^^^ 

an  average  of  45  minutes  to  -"^^-^  ,„.den 
„as  high  and  item  nonresponse  was  ^^^^        ^^^^^^^^^^  ^^^^ 

.as  minimi.ed  hy  " questions  ahout 

-  -  ^^"^    ;  pe.-  -  -  - 

payment  sources.  3tatistical  tests 

..e  physician  did  complete 

•„nif leant  differences  between  pny 
«^^^^"°"^"  te    ,n  responses  to  these  items, 
physician  personnel  in       P  ^^^^^^^^^ 

the  completion  of  the  p  .  Q.es- 

clan  was  taught  to  use  the  patien  ^^^^^^^^ 
.ions  about  the  number  of  patients  P 
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see  during  the  recording  week  (usually  the  week  following  the 
interview)  were  used  to  determine  the  sampling  fraction  for 
that  physician's  practice.     The  sampling  fraction  was  applied 
to  a  log  of  patient  names  on  which  the  physician  recorded  the 
name  of  each  patient  visiting  the  office  for  the  whole  week. 
However,  patient  records  were  completed  only  for  those  indi- 
cated      that  is,  at  the  sampling,  rate . 

The  interviewer  undertook  an  item-by- item  review  of  the 
patient  record  with  the  physician  to  ensure  that  the  task  was 
understood.     The  interviewer  suggested  that  a  nurse  or  clerk 
complete  the  first  five  items  and  that  the  physician  complete 
the  remainder,  once  again  to  minimize  respondent  burden.  The 
folder  containing  the  log  and  patient  record  also  included 
brief  instructions,  item  definitions,  and  the  telephone  number 
of  an  interviewer  who  would  be  available  to  assist  the  physi- 
cian during  the  reporting  week.     (For  copies  of  these  material 
see  Appendix  A.)     During  the  reporting  week  the  interviewer 
placed  two  calls  to  the  physician  to  check  progress  and  offer 
assistance. 

At  the  completion  of  the  reporting  week  the  pediatrician 
was  instructed  to  mail  the  completed  patient  records  to  the 
NORC  interviewer.     In  addition,  he  or  she  was  instructed  to 
mail  the  log  of  patient  names  to  the  American  Academy  of 
Pediatrics  where  they  were  held,   in  a  sealed  envelope,  until 
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time  came  for  the  followup  survey.     In  this  way  confidentiality 
was  maintained,  but  the  essential  link  between  data  collected 
in  Phase  I  and  Phase  II  was  established.    A  total  of  710  pedia- 
tricians completed  the  patient  record  task  for  a  response 
rate  of  80.7  percent  of  the  eligible  sample.     The  potential 
for  bias  due  to  nonresponse  is  examined  in  Appendix  B. 

Phase  II:     Records  of  Payment 
A  mail  followup  survey  was  conducted  during  the  second 
phase  of  the  Survey  of  Pediatrician  Participation  in  State 
Medicaid  Programs.     The  followup  survey  took  place  eight  to 
ten  months  after  Phase  I.     It  was  designed  to  collect  data  on 
the  actual  amount  of  Medicaid  participation  and  on  the  actual 
billing  and  collections  experiences  of  the  pediatricians  for 
these  same  thirty-five  visits.     The  lag  between  Phases  I  and 
II  was  set  to  allow  sufficient  time  for  all  payments  to  have 
been  received. 

A  record  of  payment  form  (ROP)  was  designed  to  gather  the 
followup  data.     A  packet  containing  an  endorsement  letter  from 
the  American  Academy  of  Pediatrics,   instructions  for  complet- 
ing the  records  of  payment,  and  up  to  35  forms  was  mailed  to 
the  710  pediatricians  who  completed  patient  records  in  Phase  I. 
Also  included  in  the- packet  was  the  sealed  envelope  with  the 
log  of  names  of  patients  for  whom  patient  records  had  been 
completed  in  Phase  I.     This  log  served  as  the  link  between  the 


-62- 


patient  records  and  the  records  of  payment.  Computer-generated 
mini-labels,  affixed  to  the  records  of  payment,  were  used  to 
indicate  the  identification  numbers  of  patients  listed  on  the 
log  for  whom  the  pediatrician  was  to  complete  the  records  of 
payment.     (For  a  copy  of  this  material  see  Appendix  A.) 

Several  days  after  the  followup  packets  were  mailed,  each 
pediatrician  in  the  sample  was  contacted  by  telephone.  The 
purpose  of  the  call  was  to  ascertain  whether  the  survey  mater- 
ials had  been  received,  to  answer  any  questions  about  complet- 
ing the  form,  and  to  encourage  the  physicians  to  cooperate  by 
completing  the  records  of  payment  by  the  deadline  indicated 
in  the  instructions.     Several  days  after  the  phone  calls, 
letters  urging  the  cooperation  of  the  pediatricians  were  mailed 
from  Chairmen  of  the  American  Academy  of  Pediatrics  Chapters 
(or  Districts)  to  the  pediatricians  in  their  own  states.  Finally, 
follow  up  calls  were  placed  to  pediatricians  who  did  not  com- 
plete the  survey  by  the  assigned  deadline. 

It  is  important  to  note  that  an  ROP  was  usable  only  if 
it  could  be  matched  with  the  appropriate  PRF .     Each  ROP  was 
labeled  with  a  unique  ID  number  that  matched  the  corresponding 
PRF.     However,  because  of  the  possibility  of  clerical  error, 
matching  ID  numbers  were  not  considered  to  be  a  sufficient 
criterion  that  an  ROP  was  linked  with  the  correct  PRF.  More 
stringent  criteria  were  needed  to  ensure  that  "illegal"  matches 
did  not  contaminate  the  data.     Since  the  patient's  birthdate  and 
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sex  were  recorded  on  both  the  PRF  and  ROP  they  were  used  to 
set  a  more  conservative  standard  for  matching  the  two  records. 
A  PRF  and  an  ROP  were  considered  to  be  a  "legal  match"  only 
if  they  agreed  on  all  four  of  the  following  items:     ID  number, 
patient's  year  of  birth,  patient's  month  of  birth,  and 
patient's  sex. 

We  received  data  on  14,437  ROPs .     However,  using  the 
criteria  described  above,  9,659  were  considered  "legal"  PRF- 
ROP  matches.     These  PRF-ROP  matches  were  distributed  among 
401  doctors  who  represented  45.6  percent  of  the  net  sample, 
49.3  percent  of  the  814  doctors  who  responded  to  the  interview, 
and  56.6  percent  of  the  doctors  who  filled  out  PRFs .  (The 
potential  for  bias  due  to  non-response  is  examined  in  Appendix  B.) 

Secondary  Sources 

The  original  data  collected  in  the  Survey  of  Pediatrician 
Participation  in  State  Medicaid  Programs  were  supplemented  with 
data  drawn  from  a  variety  of  secondary  sources.  Information 
about  the  thirteen  state  Medicaid  programs  was  gathered  from 
published  and  unpublished  federal  and  state  documents,   as  well 
as  from  other  sources.     These  data  were  used  to  revise  and 
update  the  components  of  the  Medicaid  Program  Index. 

Several  of  the  variables  used  in  the  analysis  were  drawn 
from  the  Area  Resource  File.     This  computerized  data  system 
consolidates  county  and  state-specific  health  and  socioeconomic 
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information,  including  for  example,  estimates  of  the  health 
services  available  in  each  physician's  county.  Finally, 
some  data  were  taken  from  the  1970  Census  Fifth  Count 
Summary  Tape. 

The  analysis  of  the  four  types  of  data  described  here 
was  guided  by  a  set  of  hypotheses,  which  are  presented  in 
Chapter  4. 
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CHAPTER  4 
HYPOTHESES 
Introduction 

In  Chapter  2  a  general  model  of  physician  participation 
in  Medicaid  was  presented.     The  model,  depicted  in  Figure  4.1 
includes  three  categories  of  variables:  outcome,  policy,  and 
situational  variables.     The  outcome  variables  are  a  physician's 
decisions  regarding  Medicaid  participation.     The  policy  varia- 
bles are  aspects  of  state  Medicaid. programs  which,  by  affecting 
either  his  economic  incentives  or  the  professional  conditions 
facing  him,  influence  a  physician's  participation.  Situational 
variables  also  affect  participation  decisions,  although  they 
are  not  subject  to  change  through  public  policy.     These  include 
the  personal  and  practice  characteristics  of  the  physician  and 
the  characteristics  of  the  service  area  in  which  the  physician 
practices. 

In  this  chapter  we  first  define  the  outcome,  policy,  and 
situational  variables  and  then  describe  the  sources  of  data 
for  these  variables.     Next,  we  use  the  theoretical  framework 
described  in  Chapter  2  to  establish  specific  hypotheses  about 
the  effects  of  these  variables  on  physician  participation  in 
Medicaid.     When  related  hypotheses  have  been  tested  by  others, 
we  cite  the  previous  research.     Finally,  we  discuss  methodo- 
logical issues  concerning  contextual  variables,  instrumental 
variables,   and  collinearity . 
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Situational  Variables 

Personal  and  Practice  Characteristics 
Service  Area  Characteristics 


Economic 
Incentives 


Physician 
Participation 
Decisions 


Pol  icy 
Variables 


I 

I 


Professional 
Incentives 


Fig.  4 . 1 . --Outline  of  a  Model  of  Physician  Participation  Decisions 
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Outcomes  of  Policy 

The  outcome  variables  measure  the  participation  of  physi- 
cians in  state  Medicaid  programs.     A  provider's  participation 
in  Medicaid  can  be  thought  of  in  several  different  ways.  The 
first  and  simplest  approach  is  to  measure  whether  or  not  the 
physician  treats  Medicaid  patients.     Because  of  its  simplicity, 
many  researchers  have  measured  participation  in  this  way. 
Since  this  measure  of  participation  does  not  include  the  amount 
of  a  provider's  participation,  however,  it  treats  Equally  the 
physician  seeing  only  a  few  Medicaid  patients  and  one  who  sees 
mostly  Medicaid  patients.     A  variant  of  this  measure  employs 
a  lower  limit  screen  and  counts  as  non-participants  those 
physicians  who  see  less  than,  for  example,  ten  Medicaid  patients 
per  quarter.      Thus,  such  a  measure  classifies  small  amounts  of 
participation  as  nonparticipation . 

Another  dichotomous  measure  which  taps  a  different  aspect 

of  Medicaid  patients'  access  is  to  ask  whether  the  physician  is 

3 

accepting  new  Medicaid  patients  into  his  practice.  Another 
measure  of  participation  addresses  the  amount  of  a  physician's 
practice  that  is  devoted  to  Medicaid  patients  and  may  be  expres- 
sed as  the  proportion  of  his  patients  or  visits  paid  for  by 
4 

Medicaid.       This  measure  enables  one  to  move  beyond  simply 
whether  a  physician  participates  to  consideration  of  the  extent 
of  his  participation  in  Medicaid.     Most  multivariate  analyses 
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of  physician  participation  in  Medicaid  have  used  a  measure 
of  patients  per  physician  as  a  dependent  variable. 

Two  outcome  measures  are  employed  here.    Both  were 
derived  from  the  pediatricians'  responses  to  the  following 
item:     "What  proportion  of  your  patients  are  covered  by  Medi- 
caid?"   This  question  elicited  a  continuous  measure  of  parti- 
cipation that  ranged  from  zero  to  one  h\indred  percent.  The 
first  of  the  measures  derived  from  this  interview  item  was  a 
dichotomous  variable  that  measures  simply  whether  the  pedia- 
trician participated  in  Medicaid.    All  physicians  reporting 
that  zero  percent  of  their  patients  were  covered  by  Medicaid 
were  considered  nonparticipants .    Values  greater  than  zero 
indicated  participation.    The  second  measure  captured  the  ex- 
tent of  participation  among  participating  pediatricians.  All 
nonparticipants  were  omitted;  the  variable  was  continuous,  but 
it  assvmied  a  value  greater  than  zero. 

Two  questions  related  closely  to  the  ability  of  the  low- 
income  child  to  obtain  medical  care  can  be  addressed  with  these 
outcome  measures.     First,  what  factors  differentiate  nonpartici- 
pants from  participants?     Second,  what  factors  are  associated 
with  the  extent  of  participation  among  participating  pediatri- 
cians?   Hypotheses  pertaining  to  these  two  questions  are  dis- 
cussed below.     It  is  useful  to  note  at  this  point  that  since 
the  theoretical  framework  presented  in  Chapter  2  conceptualized 
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nonparticipation  as  one  end  of  a  continuum  of  extent  of  partici- 
pation, we  expected  that  variables  Associated  with  nonpartici- 
pation  were  also  associated  with  the  extent  of  participation 
among  those  physicians  who  did  participate.     While  the  magnitude 
of  the  effects  of  the  policy  and  situational  variables  may 
differ  for  the  two  decisions,  we  expected  the  direction  of  the 
effects  to  be  the  same. 

Situational  Variables 
As  previously  noted,  our  primary  interest  is  in  the  effect 
of  Medicaid  policy  upon  provider  participation.     However,  an 
accurate  picture  of  the  relationships  requires  that  we  consider 
the  impact  of  non-policy  or  situational  variables  as  well  even 
though  they  are  not  subject  to  change  through  public  policy. 
Since  they  may  affect  participation,  their  effects  must  be 
controlled  in  the  analysis. 

The  situational  variables  considered  here  fall  into  two 
categories:     personal  and  practice  characteristics  of  the  physi- 
cian and  characteristics  of  the  service  area  in  which  the  physi- 
cian practices.     These  categories  and  the  variables  used  to 
measure  them  are  shown  in  Figure  4.2  and  Table  4.1.  Hypotheses 
about  the  effects  of  these  variables  are  based  on  the  theoretical 
framework  presented  in  Chapter  2.     We  noted  there  that  personal, 
practice,  and  service-area  characteristics  affect  either  the 
demand  for  the  physician's  services  or  the  costs  of  providing 
services.     Variation  in  these  factors  affects  whether  a  physician 


SITUATIONAL  VARIABLES 

Personal  Characteristics 

Age  (Demand) 

FMG  (Demand) 

Boarded  (Demand) 

Attitude  toward  access 
Practice  Characteristics 

Nonphysician  Personnel 
Costs  (Practice  Costs) 
Service  Area  Characteristics 

Per  capita  income  (Demand) 

MDs  (Demand) 

Medpop  (Demand) 

Metro  (Demand) 


Economic  Incentives 

Reimbursement  Level  (Revenue) 
Collection  Costs  (Revenue) 
Proportion  of  claims  re- 
turned by  Medicaid 
Minutes  to  complete  a 
claim 

Weeks  to  be  paid 


Professional  Incentives 

RMPI  Variables  (Professional 
Costs) 

Reimbursement  Procedures 
MMIS  System 
Optional  Services 
Limits  on  Basic  Services 
Eligibility  Level 
Medically  Needy 


Provider 

Participation 

Decisions 


Fig.  4 .2 .-- Detailed  Outline  of  a  Theoretical  Framework  of  Provider  Participation 
in  Public  Programs. 
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TABLE  4.1 --SITUATIONAL  VARIABLES:   SOURCES  OF  DATA  AND  LEVELS 

OF  MEASUREMENT 


Variables 

Source 

Level  of 
Measurement 

I.     Personal  and  Practice 
Characteristics 

Age 

AMA  Masterfile 

interval 

Place  of  Medical 
Education^ 

AMA  Masterfile 

nominal 

Board-certification 
Status^ 

AMA  Masterfile 

nominal 

Agree/Disagree- -respon- 
sibility of  society  to 
ensure  that  medical 
care  is  available^ 

Interview 

• 

nominal 

Nonphysician  Personnel 
Costs 

Federal  Register 

interval 

.1.     Service  Area  Charac- 
teristics 

Zip  Code  Area  Per 
Capita  Income,  1970 

1970  Census 

in  1"  PT"Vfl  1 

Active  MDs  per  100,000 
County  Population,  1976 

Area  Resource 
File 

interval 

Estimate  of  Proportion 
of  Zip  Code  Area  Popula- 
lation  on  Medicaid,  1978 

1970  Census;  1978 
and  1979--Statis- 
tical  Abstract 

interval 

Size/Type  of  Community^ 

Interview 

nominal 

^In  the  chapters  that  follow,   the  four  nominal 
variables  are  coded  as  dummy  variables  assuming  the  value 
of  one,  respectively,   if  the  physician  is  a  graduate  of  a 
foreign  medical  school,  board-certified,   agrees  with  the 
attitudinal  statement,  and  practices  in  a  metropolitan 
community . 
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participates  in  Medicaid  and,  if  so,  the  extent  of  his  partici- 
pation.    The  specific  variables  and  hypotheses  are  discussed 
below. 

Personal  and  Practice  Characteristics 
Chapter  2  noted  that  both  demand  and  costs  affect  Medicaid 
participation.    Demand  is  important  because  the  greater  the 
Medicaid  demand,  the  less  the  non-Medicaid  demand  can  be.  We 
expected  several  personal  characteristics  to  affect  the  demand, 
particularly  the  non-Medicaid  demand,  for  the  physician's 
services.     Three  such  characteristics,  including  the  country 
in  which  the  physician  received  his  medical  education,  whether 
the  physician  is  certified  by  a  specialty  board,  and  age  are 
included  in  the  analysis.     We  hypothesized  that  graduates  of 
U.S.  medical  schools  and  board-certified  physicians  are  able  to 
command  more  patients  from  the  higher  priced  non-Medicaid  market, 
and,  thus,  that  foreign  medical  graduates  and  physicians  who  are 
not  board  certified  participate  more  in  Medicaid.^    To  test  these 
hypotheses,  nominal-level  data  pertaining  to  medical  training  and 
board  certification  were  obtained  from  the  American  Medical 
Association  Master file.     We  also  thought  that  age  affects  the 
physician's  ability  to  command  non-Medicaid  patients  because 
the  younger  physician  with  a  less  well-established  practice  sees 
relatively  fewer  non-Medicaid  and  relatively  more  Medicaid 
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patients.      The  ages  of  the  physicians  in  the  sample  were  also 
obtained  from  the  Masterfile, 

The  two-market  theorists  assert  that  participation  in 
Medicaid  is  also,  in  part,  a  fxmction  of  the  cost  to  the  physi- 
cian of  providing  services.     As  practice  costs  rise,  the  extent 
of  Medicaid  participation  declines  because  the  physician  attempts 
to  add  more  -  lucrative  patients  to  the  practice,  displacing  others 
in  the  process.    The  salaries  paid  by  the  physician  to  nonphysi- 
cian  personnel  are  an  important  component  of  practice  costs,  and 

we  hypothesized  that  they  have  an  inverse  association  with  Medi- 

8 

caid  participation  for  the  reasons  just  stated. 

Although  we  attempted  to  collect  data  on  personnel  costs 
through  the  personal  interview,  they  were  not  sufficiently 
reliable  for  use  in  the  analysis.     High  rates  of  item  nonresponse 
introduced  a  substantial  possibility  of  bias  into  the  measure. 
In  addition,  the  data  gathered  from  the  physicians  seemed  im- 
plausible when  compared  with  other  sources.     The  weaknesses  in 
these  data  suggest  that  physicians  may  be  unable  or  unwilling 
to  report  detailed  information,  like  personnel  costs,  accurately. 
Considerably  greater  efforts  to  guarantee  reliability,  such  as 
having  the  physician  check  his  records,  appear  to  be  advisable 
in  future  research  of  this  kind. 

Since  the  physicians'  self-reported  personnel  cost  data 
could  not  be  used,  we  measured  the  impact  of  personnel  costs 
using  a  hospital  wage  index  developed  by  the  Health  Care 
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Financing  Administration.      The  index  was  based  on  1978  Bureau 
of  Labor  Statistics  data  for  the  hospital  industry.     It  resulted 
in  an  average  monthly  wage  figure  for  hospital  employees  in 
each  Standard  Metropolitan  Statistical  Area  and  for  all  non-SMSA 
counties  in  each  state.     The  average  monthly  wage  for  his  or  her 
area  has  been  assigned  to  each  physician  in  the  sample,  follow- 
ing the  examples  provided  in  Table  4.2.     It  should  be  noted 
that  for  several  reasons  this  measure  of  personnel  costs  is 
fairly  weak.     First,  it  used  the  wages  not  of  office-based 
medical  personnel  but  of  hospital  employees.     Although  the  two 
differ,  we  have  assumed  that  the  index  captured  a  variability 
in  wages  for  the  hospital  industry  that  mirrored  the  wages  of 
office-based  medical  personnel.     Second,  the  index  captured 
not  the  physician's  own  personnel  costs,  but  those  of  the  area 
in  which  he  or  she  practiced.     Thus,  intra-area  variations, 
which  may  have  an  additional  impact  on  the  physician's  behavior, 
were  not  measured.     Third,  the  measure  did  not  account  for  varia- 
tion among  physicians  in  the  efficiency  with  which  they  deploy 
nonphysician  personnel.     Despite  these  weaknesses,  the  index 
seemed  sufficient  to  detect  at  least  some  of  the  impact  of 
variations  in  personnel  costs  on  participation  in  Medicaid. 

In  addition  to  considering  the  influence  of  demand  and 
costs  on  Medicaid  participation,   it  is  important  to  consider  the 
impact  of  a  physician's  attitudes.     A  number  of  attitudinal 
predispositions  might  be  considered,   such  as  those  toward 


TABLE  4. 2 -ESTIMATE  OF  PRACTICE  COSTS  BASED  UPON  AN  INDEX  OF  AVERAGE  WAGES  FOR  HOSPITAL 

EMPLOYEES,  1978 


Average  Monthly  Wage  for 

Hospital  Employees: 
National  Base  Figure^  x 


Index 


Area  Average 
Monthly  Wage  for 
Hospital  Employees 


Metropolitan  Area 
New  York  City 

Nonmetropolitan  Counties 
New  York  State 


$826.9495 
$747.4199 


X      1.4451  =  $1,195.02 


.9986  =        $  746.37 


The  national  base  figures  were  obtained  through  personal  communication  with 
the  Health  Care  Financing  Administration,  January  1981. 

^U.   S.,  Federal  Register,  Part  VIII,  Department  of  Health  and  Human  Services, 
Health  Care  Financing  Administration,   "Medicare  Program;  Schedule  of  Limits  on  Hospital 
Inpatient  General  Routine  Operating  Costs  of  Cost  Reporting  Periods  Beginning  on  or 
after  July  1,   1980,"  45,  no.  121  (June  20,  1980):  41868-41880. 
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patients  of  different  racial  and  ethnic  groups,  toward  poor 
people,  or  toward  government  social  welfare  programs.  Here, 
the .physician  was  asked  to  indicate  the  extent  of  his  agreement 
with  this  statement:     "Some  people  believe  it  is  the  responsi- 
bility of  society,  through  its  government,  to  ensure  that  medi- 
cal care  is  available  to  those  who  cannot  afford  it.     Do  you 
agree  with  that  strongly,  agree  somewhat,  disagree  somewhat, 
or  disagree  strongly?"    The  four  response  categories  were 
collapsed,  and  a  dichotomous  variable  indicating  whether  the 
physician  agreed  or  disagreed  was  created.     We  hypothesized 
that  physicians  who  agree  would  be  more  likely  to  participate 
and  that  they  would  participate  to  a  greater  extent  than  others. 
In  addition,  since  younger  physicians  might  be  expected  to  be 
more  liberal  in  this  regard,  the  analysis  included  a  test  for 
a  significant  positive  interaction  effect  of  age  and  attitudes. 

Service  Area  Characteristics 
Demand  for  a  physician's  services  may  also  be  affected  by 
characteristics  of  the  service  area  in  which  he  practices. 
These,  in  turn,  will  influence  a  physician's  participation  deci- 
sions because  the  greater  the  non-Medicaid  demand,   the  less 
the  Medicaid  demand,  and  vice  versa.     We  included  in  the  study 
four  service-area  characteristics  related  to  demand:     the  per 
capita  income  in  Che  service  area,   Che  supply  of  medical 


-78- 

resources  in  the  area,   the  size  and  type  of  community,  and 
the  size  of  the  Medicaid-eligible  population. 

The  per  capita  income  in  the  service  area  can  be  used 
to  estimate  demand  in  the  Medicaid  and  non-Medicaid  markets . 
Using  data  from  the  1970  Census,  we  obtained  per  capita  income 
values  for  the  zip  codes  for  all  physicians  in  the  study  and 
applied  an  Area  Price  Index  to  control  for  geographic  varia- 
tions in  the  cost  of  living.     Since  we  assumed  that,  faced  with 
a  choice,  physicians  would  prefer  higher-paying  non-Medicaid 
patients,  we  expected  per  capita  income  to  be  inversely  asso- 
ciated with  both  participation  and  the  extent  of  participation 
among  those  doctors  who  treated  Medicaid  patients. 

The  health  care  resources  available  in  an  area  also  affect 
demand  from  the  Medicaid  and  non-Medicaid  markets.  Two-market 
theorists  have  suggested  that  in  areas  with  relatively  more 
resources  each  provider  will  have  less  demand  from  the  preferred 
non-Medicaid  market.     They  posited,  therefore,  greater  Medicaid 

1' 

participation  where  medical  resources  were  relatively  abundant. 
A  variable  measuring  the  number  of  active  physicians  per  100,000 
county  population  in  1976  was  used  to  capture  the  availability 
o£  medical  services  in  each  pediatrician's  service  area. 
We  hypothesized  that  the  variable  would  be  positively  associated 
with  participation  and  with  extent  of  participation  among 
participants . 
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Another  variable  was  included  to  provide  additional 
control  for  metropolitan-nonmetropolitan  differences  in  both 

13 

the  demand  for  physician  services  and  the  costs  of  practice. 
Since  differences  in  practice  location  affect  demand  and  costs, 
we  expected  that  they  also  affect  Medicaid  participation. 
For  example,  since  Medicaid  patients  are  more  concentrated  in 
metropolitan  areas,  we  might  expect  demand  from  the  Medicaid 
market  for  physician  services  there  to  be  relatively  greater 
than  in  nonmetropolitan  areas.     We  would  expect,  then,  that 
participation  and  extent  of  participation  would  be  relatively 
greater  in  metropolitan  areas.    The  variable  for  size  and  type 
of  community  was  derived  from  a  personal  interview  item  coded 
by  the  interviewers.     We  collapsed  original  groupings  and  estab- 
lished the  following  five-category  variable: 
Within  an  SMS A  and: 

-  Large  central  city; 
(over  250,000  population) 

-  Medium  size  central  city; 
(50,000  -  250,000  population) 

-  Suburb  or  unincorporated  area  of  SMSA; 
Not  within  an  SMSA  and: 

-  Small  city;  '  ' 
(10,000  to  50.000  population) 

-  Rural  area. 
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In  addition  to  considering  the  independent  effects  of  the 
size  and  type  of  community  and  the  amount  of  medical  resources, 
the  analysis  also  examined  the  joint  effect  of  these  variables. 
Did  the  expected  positive  relationship  between  amount  of  medi- 
cal resources  and  participation  hold  in  both  metropolitan  and 
nonmetropolitan  practice  locations?    A  multiplicative  term  was 
used  to  test  for  a  significant  interaction  effect. 

Finally,  and  perhaps  most  imjjortantly ,  the  two-market 
theory  suggested  that  in  areas  with  relatively  more  demand  from 

the  Medicaid  market  there  would  be  relatively  more  participants 

14 

and  extent  of  participation.      Because  this  variable  was  ex- 
pected to  have  an  important  influence  on  participation,  we  made 
an  effort  to  define  it  at  the  smallest  possible  geographic  unit. 
The  county,  while  an  expedient  unit  of  measure,  seemed  too 
heterogeneous.     Unfortunately,  no  current  data  were  available 
to  estimate  the  size  of  the  Medicaid-eligible  population  by 
physician  zipcode  area.     However,  we  were  able  to  use  1970  Census 
data  on  the  proportion  of  the  zipcode  area  population  below 
poverty  to  develop  an  estimate  of  the  proportion  receiving  Medi- 
caid in  1978.     For  each  physician  the  estimate  calculated  as 
follows: 

Percent  of  Zipcode  Percent  of  State 

Population  Below  Poverty.   1970      Population  Receiving 
Percent  of  State  Population        X  Medicaid  1978 
Below  Poverty,  1970 

Data  pertaining  to  the  poverty  population  in  1970  were  obtained 
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from  the  1978  Statistical  Abstract  of  the  United  States/^ 
We  hypothesized  that  the  estimated  proportion  of  the  people 
in  the  zipcode  area  receiving  Medicaid  in  1978  was  positively 
associated  with  participation  and  with  extent  of  participation 
among  participants. 

Policy  Variables 
The  policy  variables  measure  aspects  of  state  Medicaid 
policy  that  may  either  foster  or  hinder  pediatrician  partici- 
pation in  Medicaid.     As  aspects  of  state  policy,  these  vari- 
ables are  subject  to  deliberate  alteration  by  state  officials, 
at  least  to  the  extent  that  political  and  economic  constraints 
permit.     The  effects  of  policy  variables,  individually  and  in 
conjunction  with  one  another,  are  the  focal  point  of  this 
analysis.     The  objective  is  to  identify  the  individual  and 
combined  impact  of  the  policy  variables  on  whether  a  physician 
participates,  and  if  he  does,  on  the  extent  of  his  participation 
in  Medicaid. 

The  theoretical  framework  presented  in  Chapter  2  suggested 
that  state  Medicaid  policies  affect  two  key  elements  in  the 
Medicaid  participation  decision:     economic  incentives  and  pro- 
fessional conditions.     In  general,  the  theoretical  framework 
led  us  to  expect  that  policies  creating  positive  economic  incen- 
tives will  be  associated  with  participation  and  with  a  greater 
extent  of  participation  among  those  physicians  who  treat 
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Medicaid  patients.     Similarly,  policies  that  minimize  encroach- 
ments on  professional  autonomy  will  be  associated  with  partici- 
pation and  with  more  Medicaid  activity  among  participants.  We 
believe  that  each  of  the  policy  variables  discussed  below  has 
an  impact  on  either  economic  or  professional  incentives.  Depend- 
ing upon  whether  that  impact  is  positive  or  negative,  we  hypothe- 
sized that  each  either  fosters  or  hinders  the  participation 
of  Medicaid  providers.     An  overview  of  the  policy  variables  is 
provided  in  Table  4.3. 

Economic  Incentives 
Chapter  2  noted  that  Medicaid  policies  create  explicit 
economic  incentives  that  increase  or  reduce  participation 
depending  on  whether  the  policies  increase  or  decrease  the  phy- 
sician's revenue.     Both  the  level  of  Medicaid  reimbursement  and 
the  costs  of  collecting  that  payment  contribute  to  the  net  eco- 
nomic incentives  influencing  participation  decisions.  These 
variables  are  listed  in  Table  4.3  and  are  discussed  further 
below. 

The  first  variable  measures  the  level  of  each  state's 
Medicaid  reimbursement.     The  two-market  theory  suggests  that 
physicians  will  select  as  many  patients  as  possible  from  the 
market  in  which  the  fee  is  highest  before  selecting  patients 
from  the  market  with  the  next  lower  fee,  and  so  on.  Thus, 
we  hypothesized  Chat  the  level  of  Medicaid  reimbursement 
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TABLE  4.3 --POLICY  VARIABLES:   SOURCES  OF  DATA  AND  LEVELS  OF 

MEASUREMENT 


Variables 


Source 


Level  of 
Measurement 


Economic  Incentives 

State  Medicaid  reimbursement 

for  a  Follow-up  Office  Visit  Interview 


Percentage  of  time  a  Medi- 
caid claim  is  returned  to 
the  office  for  additional 
work  Interview 

Elapsed  weeks  between  bill- 
ing and  payment  of  Medicaid 
claims  Interview 

Minutes  spent  completing  a 

Medicaid  claim  Interview 


Interval 


Interval 

Interval 
Interval 


II.     Professional  Incentives 

Revised  Medicaid  Program 
Index,  1978 


Secondary 
Sources 


Interval 
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available  in  a  state  is  directly  associated  with  participation 
and  with  the  extent  of  participation. 

The  level  of  each  state's  Medicaid  reimbursement  to  physi- 
cians was  not  available  from  secondary  sources  in  part  because 
the  federal  government  did  not  require  states  to  report  it. 
To  obtain  data  on  average  reimbursement  levels,  therefore, 
would  require  primary  data  collection  from  each  state  program. 
Moreover,  for  greater  precision,  an  estimate  of  the  average 
reimbursement  level  should  be  specialty-  and  procedure-specific 
The  ability  of  states  to  provide  such  data  depends  on  their 
claims  payment  and  information  systems,  which  vary  considerably 
Finally,  since  states  use  different  schemes  for  coding  and 
reimbursing  diagnostic  and  therapeutic  procedures,  it  would  be 
difficult  to  obtain  comparable,  useable  data  across  states. 

For  these  reasons,  we  developed  a  measure  of  each  state's 
reimbursement  level  from  data  reported  by  pediatriciians  during 
the  personal  interviews.     All  participating  physicians  were 
asked  the  amount  they  were  generally  reimbursed  by  Medicaid  for 
a  follow-up  office  visit.     (An  Area  Price  Deflator,  described 
in  Appendix  C,  was  used  to  control  for  geographic  variations  in 
prices.) 

To  develop  the  measure,  we  aggregated  the  data  reported  by 
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each  state's  physicians  to  the  state  level.       ^^^hile,  under  the 
circumstances,  we  believe  it  to  be  a  reasonable  and  a  practical 
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ref lection  of  a  state's  reimbursement  policy,  this  indicator 
assumes  that  each  state's  reimbursement  policies  are  rela- 
tively homogeneous  with  respect  to  the  amount  physicians  are 
paid  for  a  given  procedure.     Since  not  all  states  employ  fee 
schedules,  however,  that  assumption  bears  scrutiny.     Nine  of 
the  thirteen  study  states  calculated  a  physiciain's  reimburse- 
ment in  relation  to  the  amount  he  charged  for  a  covered 
service  (see  Table  4.4);  and  since  billed  charges  vary  across 
physicians,  we  expect  reimbursement  levels,  too,  to  vary  in 
those  states. 

One-way  analysis  of  variance  was  used  to  test  the  assump- 
tion that  the  between-state  variation  in  payments  for  a  follow- 
up  office  visit  was  greater  than  the  within-state  variation. 
The  results  are  presented  in  Table  4.5.     The  eta  squared  of 
.370  indicates  that  state  differences  explain  a  moderate  pro- 
portion of  the  variance  in  Medicaid  reimbursement  to  pediatricians 
for  the  follow  up  office  visit.     The  empirical  evidence,  there- 
fore,  lends  some  support  to  the  assumption  that  reimbursement 
levels  vary  within  a  fairly  narrow  range  within  states. 
Although  the  mean  reimbursement  levels  vary  from  a  low  of  $6.31 
in  Pennsylvania  to  a  high  of  $13.37  in  Nebraska,  only  one 
standard  deviation  is  greater  than  $3.50.     Thus  it  seemed 
reasonable  to  use  the  measure  based  on  aggregated  physician 
reports  of  the  fees  paid  by  the  states  to  test  the  influence 
of  the  average  state  reimbursement  level  on  physician  behavior. 
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TABLE  4.4 --STATE  MEDICAID  METHODS  OF  REIMBURSEMENT  FOR 

PHYSICIAN  SERVICES,  1979 


Fee 
Schedule 

Other 

California 

X 

Colorado 

Reasonable  charges  according  to 
unit  values 

Georgia 

Reasonable  charges 

Indiana 

Usual,  customary,  and  reasonable 

Iowa 

Usual,  customary,  and  reasonable 

Maryland 

Massachusetts 

Nebraska 

New  York 

Oklahoma 

Pennsylvania 

Tennessee 

Texas 


X 

X 

X 


Maximum  payments  set  by  state 

Usual,  customary,  and  reasonable 
Customary  charges  with  maximum 
Customary  charges  with  maximum 
Reasonable  and  customary  charge 


SOURCE:     U.  S .,  Department  of  Health,  Education,  and 
Welfare,  Health  Care  Financing  Administration,  Data  on  the 
Medicaid  Program,   1979  Edition  (Baltimore:  Health  Care  Fi- 
nancing  Administration,   1979) ,  p.  23. 
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TABLE  4. 5- -ONE -WAY  ANALYSIS  OF  VARIANCE  MEAN  FOLLOW-UP  OFFICE 


VISIT 

MEDICAID 

REIMBURSEMENT,   BY  STATE 

Mean 

Standard  Deviation 

N 

California 

12.62 

3.61 

51 

Colorado 

10.03 

3.03 

50 

Georgia 

11.38 

2.81 

38 

Indiana 

9  .52 

2.05 

62 

Iowa 

9.91 

1.43 

35 

Maryland 

8.33 

1.79  0 

57 

Massachusetts 

8.11 

2.01 

59 

Nebraska 

13.37 

2.84 

25 

New  York 

7  . 00 

2  3*^ 

^  •  -J  «J 

Oklahoma 

10.97 

2.53 

47 

Pennsylvania 

6.31 

1.71 

49 

Tennessee 

-  9.69 

2.59 

51 

Texas 

11.62 

3.37 

50 

Mean 

Source  Sum  of  Squares      D.F.     Square  F  Sig. 


Between  Groups  2281.46  12       190.12      29.61  .001 

Within  Groups  3878.64  604  6.42 

Eta  =  0.6086  Eta  Squared  =  0.3704 
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As  noted  earlier,  we  hypothesized  that  the  level  of  reimburse- 
ment available  in  a  state  was  positively  associated  with  partici- 
pation decisions. 

In  addition  to  state  reimbursement  levels,  costs  of 
collecting  reimbursement  from  Medicaid  were  expected  to  contrib- 
ute to  the  economic  incentives  influencing  participation  deci- 
sions.    We  hypothesized  that  relatively  lower  costs  of  collecting 

payments  from  Medicaid  would  be  associated  with  participation 

J     ■  ^         .  18 
and  with  a  relatively  greater  degree  of  participation.  Data 

pertaining  to  the  proportion  of  Medicaid  claims  returned  for 

additional  work,  the  number  of  weeks  it  took  to  receive  payment 

from  Medicaid,  and  the  nxamber  of  minutes  it  took  to  complete  a  \ 

Medicaid  claim  were  obtained  during  the  personal  interview. 

Note  once  again,  however,  that  these  data  were  available  only 

for  participating  physicians. 

In  considering  the  costs  of  claims  processing  to  physicians 

it  was  important  to  realize  that  the  amoxont  of  experience  a 

physician  had  with  Medicaid  might  influence  these  costs.  A 

physician  who  saw  relatively  more  Medicaid  patients  may  learn 

how  from  experience  to  complete  the  claims  correctly  and  quickly. 

Thus,  while  we  expected  that  Medicaid  participation  was,  in  part, 

a  function  of  the  proportion  of  claims  returned  and  the  number 

of  minutes  required  to  complete  a  claim,  we  understood  that  the 

reverse  also  was  true:     the  proportion  of  claims  returned  and 

the  number  of  minutes  to  complete  a  claim  depended,   in  part, 
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on  the  amount  of  Medicaid  participation.     The  length  of  time 
it  takes  to  be  paid  by  Medicaid  did  not  seem  to  be  similarly- 
plagued  with  reverse  causality  because  the  physician's  experi- 
ence with  Medicaid  could  affect  the  time  the  state  took  to 
pay  properly  completed  claims. 

The  effects  of  the  reverse  causality  just  described  were 

minimized  in  the  analysis  through  the  use  of  instrumental 
19 

variables .        This  technique  requires  that  the  researcher 
identify  an  instrument  composed  of  variables  that  are  corre- 
lated with  the  independent  variable  but  are  not  functions  of 
the  dependent  variable.     The  values  for  the  instrumental  vari- 
able are  then  used  in  the  analysis  in  place  of  the  original 
independent  variable. 

Instrumental  variables  are  used  in  place  of  the  two  vari- 
ables that  are  subject  to  reverse  causality:     proportion  of 
Medicaid  claims  returned  for  additional  work  and  minutes  re- 
quired to  complete  a  Medicaid  claim.     The  regression  used  to 
create  an  instrument  for  each  of  the  two  variables  are  presented 
in  Appendix  D.     The  regression  of  the  variables  listed  in  Ap- 
pendix D  on  the  proportion  of  Medicaid  claims  returned  for 
additional  work  explained  25  percent  of  the  variance  while  the 
regression  of  the  variables  on  the  minutes  needed  to  complete 
a  Medicaid  claim  explained  41  percent  of  the  variance.     On  the 
basis  of  these  two  regression  equations,   values  for  the  two 
instrumental  variables  were  calculated  for  each  physician. 
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These  instrumental  variables  were  used  in  subsequent  analyses. 

It  should  be  noted  that  although  the  instrxamental-variable 

approach  was  used  in  subsequent  analyses,  regressions  using 

these  two  variables  in  their  original  form  yielded  almost 

identical  results.     (The  comparison  of  the  results  of  the 

instrumental  with  the  original  variables  is  made  in  Chapter  6) . 

As  noted  earlier,  we  hypothesized  that  these  variables  would 

.  20 
be  inversely  associated  with  extent  of  participation. 

Professional  Incentives 
Chapter  2  noted  that  just  as  payment  sources  create 
economic  incentives,  they  also  create  professional  incentives 
which  may  foster  or  hinder  Medicaid  participation.     Under  these 
conditions  the  physician  can  be  expected,  given  the  theories 
of  professional  autonomy  described  in  Chapter  2,  to  select  as 
many  patients  as  possible  from  the  market  in  which  encroachments 
on  his  professional  autonomy  are  minimized  before  selecting 
patients  from  the  market  with  the  next  greater  encroachments . 
Further,  since  Medicaid's  intrusiveness  upon  professional 
autonomy  is  generally  believed  to  be  relatively  greater  than 
that  of  other  payers,  the  Medicaid  patient  is  expected  to  be, 
from  a  professional  cost  standpoint,  the  least  desirable  patient. 

We  have  developed  a  Medicaid  Program  Index  (MPI)  based  on 
several  important  attributes  of  state  Medicaid  policy  which 
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21 

are  expected  to  affect  the  physician's  professional  autonomy. 
The  six  variables  included  in  the  Index  are: 

1.  The  procedures  used  for  paying  providers; 

2.  The  number  of  services  covered  by  the  state  beyond 
those  it  is  required  to  cover; 

3.  The  limitations  placed  on  the  provision  of  the 
mandated  services; 

4.  The  eligibility  criteria  for  Aid  to  Families  with 
Dependent  Children  (AFDC)  recipients; 

5.  The  eligibility  of  the  medically  needy  for  benefits; 

6.  The  status  of  the  state's  Medicaid  Management 
Information  System  (MMIS) . 

The  coding  schemes  and  each  state's  values  for  these  six 
variables  are  presented  in  Tables  4.6  through  4.11.     An  Index 
value  for  each  state  is  obtained  by  adding  the  coded  scores  for 
each  of  the  six  variables.     The  higher  a  state's  score  on  the 
Index,  the  more  the  state's  Medicaid  policies  are  thought  to 
preserve  the  professional  autonomy  of  the  practicing  physician. 
These  six  elements  of  state  Medicaid  policy  and  the  summary 
measure  are  discussed  in  turn  below. 

First,   the  reimbursement  procedures  used  by  the  state  are 
an  aspect  of  Medicaid  policy  that  affects  professional  autonomy. 
"Reimbursement  procedures"  refers  to  the  methods  used  by  the 
state  to  calculate  the  payment  levels  for  different  Medicaid 
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TABLE  4. 6- -REIMBURSEMENT  PROCEDURE  SCORES,   STUDY  STATES 


otate 

Score 

Laiitomia 

3 

Lo  iorado 

2 

Georgia 

3 

4 

Iowa 

3 

Maryland 

2 

Massachusetts 

4 

Nebraska 

4 

New  York. 

3 

Oklahoma 

4 

Pennsylvania 

2 

Tennessee 

3 

Texas 

4 

Coding:     For  each  basic  service,  if  reimbursement 
is  based  on: 


Fee  schedule 


=  0 


Reasonable  cost 

Maximum  cost/unit  time    =  1 


Percentage  of  charges 
Negotiated  charge 
Reasonable  charge  =  2 

Usual  and  customary 
charge  with  a  maximum 

Usual  and  customary 

charge  =  3 

If  the  total  score  for  all     7  basic  services 


combined  is 


0 

1-3 
4-7 
8-11 
12-15 
16+ 


then 


0 
1 
2 
3 
4 
5 


SOURCE: 
Medicaid  Guide, 


Commerce  Clearing  House,  Medicare  and 
State  Charts. 
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services.     The  procedures  range  from  those  which  physicians 
consider  to  be  quite  restrictive  and  regulatory  (fee  sched- 
ules set  by  the  state  program)  to  those  over  which  physicians  . 
retain  complete  control  (their  own  usual  fees).     We  expected 
that  to  the  extent  that  reimbursement  procedures  did  not 
encroach  on  professional  autonomy,  one  element  of  which  is 
the  ability  to  set  one's  own  fees,  physicians  would  be 

22 

encouraged  (or  at  least  not  discouraged)  to  participate. 

Various  reimbursement  procedures  used  by  the  states  were 

23 

ranked  in  four  groups,  as  shown  in  Table  4.6.        The  least 

restrictive  procedures  received  a  score  of  three  while  the  most 

restrictive  procedures  received  a  score  of  zero.     A  score  was 

given  to  each  of  the  seven  services  required  in  all  Medicaid 

programs  and  those  scores  were  then  summed  and  grouped  as  shown 

24 

in  Table  4.6  for  inclusion  in  the  MPI. 

Perhaps  the  most  direct  threat  to  professional  autonomy 
is  interference  with  professional  medical  or  clinical  judgments. 
Two  aspects  of  Medicaid  policy  may  constitute  such  interfer- 
ences.    The  first  is  a  program's  failure  to  cover  a  full  range 
of  optional  services  beyond  the  minimum  required  by  federal 
regulations.     This  constitutes  a  barrier  to  the  free  exercise 
of  professional  judgment  and  may  be  perceived  as  a  drawback  in 
accepting  Medicaid  patients.     A  physician  who  finds  that  an 
indicated  course  of  treatment  is  not  reimburseable  must  face 
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the  difficult  choice  of  not  providing  (or  referring  for)  the 
indicated  service  or  doing  so  with  the  knowledge  that  the 
provider,  whether  himself  or  another,  will  not  be  compensated 
for  his  efforts.     Because  the  prospect  of  such  choices  is 
likely  to  be  distasteful  to  the  professional,  greater  partici- 
pation was  expected  in  programs  with  relatively  greater 

25 

coverage  of  optional  services.      This  aspect  of  state  policy 
was  measured  with  an  interval  level  variable  indicating  the 
nximber  of  optional  services  covered  by  each  state.     The  var- 
iable and  its  coding  are  shown  in  Table  4.7. 

Secondly,  even  with  the  required  services  a  similar 
problem  can  arise  because  although  federal  law  and  regulations 
mandate  that  state  programs  include  these  services,  states 
may  apply  limitations  on  their  amount,  duration,  and  scope. 
States  also  may  require  that  the  provider  obtain  authorization 
from  program  staff  before  rendering  a  particular  service.  We 
expected  that  to  the  extent  a  state  imposes  limitations  and 
requirements  for  prior  authorization  on  the  delivery  of  covered 

services,  physicians  will  feel  their  professional  autonomy  has 

•   ^  26 
been  infringed  and  will  be  discouraged  from  participating. 

The  degree  of  limitations  on  benefits  in  a  states'  Medicaid 

27 

program  is  another  item  in  the  MPI.         (See  Table  4.8.) 
Services  with  no  limitations  received  a  score  of  two  while 
those  with  the  most  limitations  received  a  score  of  zero. 
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TABLE  4.7.  --NUMBER  OF  OPTIONAL  SERVICES  COVERED  BY  MEDICAID 

PROGRAMS,   BY  STATE 


State 

Score 

California 

5 

Colorado 

3 

Georgia 

3 

Indiana 

4 

Iowa 

4 

Maryland 

4 

Massachusetts 

5 

Nebraska 

4 

New  York 

4 

Oklahoma 

3 

Pennsylvania 

4 

Tennessee 

3 

Texas 

3 

Coding:  Number  provided:  0     then  0 

1-4  1 
5-9  2 
10-14  3 
15-19  4 
20-24  5 


SOURCE:   Commerce  Clearing  House, 
Medicaid  Guide,   State  Charts. 


Medicare  and 
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TABLE  4.8.  --LIMITATIONS  ON  PROVISION  OF  BASIC  SERVICES  BY 

STATE 


State 

S  core 

California 

2 

Colorado 

4 

Georgia 

3 

Indiana 

5 

Iowa 

3  . 

Maryland 

3 

Massachusetts 

5 

Nebraska 

4 

New  York 

4 

Oklahoma 

3 

Pennsylvania 

2 

Tennessee 

3 

Texas 

3 

Coding:       For  each  basic  service 
if  there  are: 

Limits  and  prior 
authorization  required        =  0 

Limits  but  no  prior 
authorization  required  = 
or 

No  limits  but  prior 
authorization  =  1  ■ 

No  limits  and  no  prior 
authorization  =  2 

If  the  total  score  for  all 
7  basic  services  combined  is  0     then  0 

1-2  1 

3-5  2 

6-8  3 

9-11  4 

12-14  5 

15+  6 


SOURCE:   Commerce  Clearing  House,  Medicare 
caid  Guide,   State  Charts. 


and  Medi- 
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The  limitations  scores  given  to  the  seven  required  Medicaid 
services  were  summed  and  grouped  to  yield  a  single  state  score. 
We  expected  that  a  high  score  would  be  directly  associated  with 
both  participation  and  the  extent  of  participation  among 
participating  physicians. 

In  addition  to  reimbursement  and  benefit  coverage,  aspects 
of  Medicaid's  eligibility  policies  also  affect  the  program's 
professional  costs.        Medicaid  eligibility  is  tied  to  welfare 
eligibility  which  in  turn  is  determined  in  part  by  a  family's 
monthly  income.     A  patient  may  begin  a  course  of  treatment  in 
one  month,  but  no  longer  be  eligible  for  Medicaid  benefits  at 
the  time  of  follow  up  appointments  in  succeeding  months .  The 
physician  may  find  that,  given  a  family's  still  limited  resources, 
such  changes  in  a  child's  eligibility  status  put  in  jeopardy  the 
completion  of  a  course  of  preventive  or  therapeutic  services . 
These  changes  also  put  in  doubt  reimbursement  for  services  once 
delivered.     Thus,  both  professional  and  economic  costs  are 
associated  with  treating  such  patients. 

Fluctuating  eligibility  status  is  a  problem  for  Medicaid- 
eligible  children  in  all  states.     However,   it  seems  likely  that 
the  problems  implied  by  unstable  eligibility  --  disruptions  of 
continuity,   the  threat  of  bad  debts  --  would  be  more  severe 
in  states  in  which  the  welfare  eligibility  criteria  were  set 
relatively  low.     We  assumed,   therefore,   that  where  income 
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criteria  were  low  relative  to  the  poverty  line,  eligibility  would 

be  less  stable  than  in  other  states,  and  that  a  family  will  be 

less  able  to  bear  the  costs  of  ongoing  medical  care  when  their 

Medicaid  benefits  were  terminated.     The  impact  of  this  aspect 

of  eligibility  policies  on  participation  is  measured  with  a 

variable  reflecting  the  proportion  of  the  1978  poverty  line 

for  a  nonfarm  family  of  four  represented  by  the  1978  AFDC 

eligibility  level  for  a  family  of  four.     This  variable  is 

shown  in  Table  4.9. 

Another  aspect  of  Medicaid  eligibility  that  can  create 

difficulties  for  potential  Medicaid  providers  is  state  policy 

pertaining  to  the  medically  needy,  persons  who  are  unable  to 

pay  for  needed  medical  care  but  whose  incomes  exceed  the  welfare 

eligibility  levels.     Some  states  have  no  medically  needy  program. 

In  those  which  do  cover  the  medically  needy,  persons  seeking  to 

qualify  for  Medicaid  may  subtract  medical  expenses  from  their 

income  until  their  net  income  reaches  an  amount  called  the 

Medically  Needy  Protected  Income  Level  (referred  to  as  spending 

29 

down).     Medicaid  eligibility  begins  at  that  point. 

State  policies  often  are  such  that  the  medically  needy  and 
categorical  recipients  are  entitled  to  different  sets  of  benefits. 
As  a  result,  a  participating  physician  who  wants  to  be  paid  for 
his  services  must  know  the  nature  of  each  patient's  eligibility 
and  the  amount,   scope,  and  duration  of  the  benefits  available 
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TABLE  4.9  - -1978  AID  TO  FAMILIES  WITH  DEPENDENT  CHILDREN 
ELIGIBILITY  LEVEL  AS  A  PROPORTION  OF  1978  POVERTY  LINE, 

BY  STATE 


State  Score 

California  4 

Colorado  3 

Georgia           ■  2 

Indiana  3 

Iowa  4 

Maryland  3 

Massachusetts  4 

Nebraska  4 

New  York  5 

Oklahoma  3 

Pennsylvania  4 

Tennessee  2 

Texas  2 


Coding:     If  ratio  of  state  AFDC  payment  standard 

to  federal  poverty  line  is:       0  -     .20  =  I 

.21  -  .40  =  2 
.41  -  .60  =  3 
.61  -  .80  =  4 
.81  -  1.0  =5 


SOURCES:     The  1978  AFDC  eligibility  level  for  a 
family  of  four  was  obtained  from  U.   S.,   Social  Security 
Administration,  Characteristics  of  State  Plans  for  Aid  to 
Families  with  Dependent  Children  under  the  Social  Security 
Act,  Title  IV-4,  Table  C,   1978.     The  1978  Poverty  Line  for 
a  nonfarm  family  of  four  was  obtained  from  U.  S.,  Department 
of  Commerce,  Bureau  of  the  Census,   Statistical  Abstract  of 
the  United  States,  1978. 
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to  each  group.     To  the  extent  that  these  provisions  represent 
an  added  burden,  they  are  likely  to  discourage  the  physician 
from  participating. 

We  hypothesized  that  the  generosity  of  state  policies 
towards  the  medically  needy  would  affect  fluctuations  in  eli- 
gibility and  thus,  physician  participation.     In  a  state  that 
does  not  cover  the  medically  needy,  physicians  are  likely  to 
experience  increased  problems  with  fluctuations  in  eligibility 
and  their  associated  economic  and  professional  costs.  Among 
states  which  did  cover  the  medically  needy,  those  with  less 
generous  provisions  were  expected  to  create  relatively  more 
eligibility  fluctuations. 

We  used  an  ordinal  variable  shown  in  Table  4.10,  to 

measure  the  generosity  of  a  state's  medically  needy  policies. 

The  most  restrictive  states  have  no  medically  needy  programs 

and  no  spend-down  provisions  for  those  not  receiving  cash 

assistance.     These  states  received  a  score  of  one.     Then,  among 

states  covering  the  medically  needy,   the  program's  generosity 

is  captured  by  examining  the  differences  between  the  welfare 

eligibility  level  (called  the  AFDC  payment  standard)  and  the 

medically  needy  protected  income  level.     This  difference,  which 

31 

has  been  called  the  Medically  Needy  Band,  may  be  either 
negative  or  positive  depending  on  the  values  of  these  two 
levels.     In  states  with  negative  bands,   the  income  eligibility 
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TABLE  4. 10- ELIGIBILITY  OF  THE  MEDICALLY  NEEDY  FOR  SERVICES, 

BY  STATE 


State  Score 

California  3 

Colorado  1 

Georgia                                        •  1 

Indiana  1 

Iowa  1 

Maryland  3 

Massachusetts  3 

Nebraska  2 

New  York  2 

Oklahoma  3 

Pennsylvania  2 

Tennessee  3 

Texas  1 


Coding:  No  medically  needy  band  1 
Negative  medically  needy  band  2 
Positive  medically  needy  band  3 


SOURCES:     Data  pertaining  to  the  AFDC  payment  level 
and  the  medically  needy  protected  income  level  were  obtained 
from  U.  S.,  Department  of  Health,  Education,  and  Welfare, 
Health  Care  Financing  Administration,  Data  on  the  Medicaid 
Program:  Eligibility,  Services  and  Expenditures  for  the 
Fiscal  Years  1966-1978. 
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level  is  actually  below  that  for  cash  welfare  grants.  While 
more  restrictive  than  one  with  a  positive  band,  such  a 
state  might  be  considered  more  generous  than  one  with  no 
program  because  the  potential  eligible    has  the  option  of 
spending  down.     We  expected  participation  to  be  positively 
associated  with  relatively  more  generous  state  policies  toward 
the  medically  needy.     It  was  expected  to  be  least  in  states 
with  no  medically  needy  program,  relatively  greater  in  states 
with  a  negative  band,  and  greatest  in  states  with  a  positive 
band. 

Finally,  we  hypothesized  that  the  economic  and  profes- 
sional costs  associated  with  state  Medicaid  claims-processing 
systems    also  influence  a  physician's  participation  decisions. 
Some  states  have  a  certified  Medicaid  Management  Information 
System  (MMIS),  a  federally  approved  computerized  claims  proces- 
sing system.     They  were  designed  not  only  to  promote  the  effi- 
cient processing  of  Medicaid  claims,  but  also  to  generate  data 
for  management  concerning  the  program's  performance.  We 
expected  that  the  use  by  the  state  of  an  Mi-IIS  would  foster 
Medicaid  participation  through  the  prompt  and  efficient  handling 
of  claims.     Table  4.11  shows  that  states  without  a  certified 
MMIS  received  a  score  of  zero  while  states  with  a  certified 
system  received  a  one. 
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TABLE 4.11--STATUS  OF  MEDICAID  MANAGEMENT  INFORMATION  SYSTEM, 

1978,  BY  STATE 


State 

Score 

California 

2 

Colorado 

1 

Georgia 

2 

Indiana 

2 

Iowa 

1 

Maryland 

1 

Massachusetts 

i 

Nebraska 

2 

New  York 

2 

Oklahoma 

2 

Pennsylvania 

1 

Tennessee 

1 

Texas 

2 

Coding:       State  has  no  certified  system  1 
State  has  certified  system  2 


SOURCE:     Unpublished  data  obtained  from  U.   S.,  De- 
partment of  Health,  Education,  and  Welfare,  Health  Care  Fi- 
nancing Administration,  Medicaid  Bureau,  Division  of  Informa- 
tion Systems,  February  5,  1979. 
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1978  Revised  Medicaid  Program  Index 
A  principal  objective  of  this  research  is  to  estimate 
the  impact  of  various  factors  on  physicians'  Medicaid  partici- 
pation.    Two  groups  of  independent  variables  --  policy  and 
situational  variables  --  were  defined.     The  impact  of  the 
policy  variables  was  of  particular  interest  because  they  would 
be  relatively  amenable  to  manipulation  through  public  policy 
if  the  expected  relationships  were  supported  by  the  data. 

In  the  initial  analytic  plan  for  this  research  the  ten 
policy  variables  discussed  in  this  chapter  were  to  be  used  as 
individual  independent  variables .     In  the  ensuing  analyses 
efforts  were  made,  using  multivariate  statistical  techniques, 
to  assess  the  impact  of  each  policy  variable  independently. 
However,  it  became  necessary  to  adopt  a  strategy  which  would 
minimize  collinearity  among  the  policy  variables  and,  since 
the  study  examined  only  13  state  programs,  reduce  the  nvimber 
of  variables  in  the  analysis  that  varied  by  state.  Minimizing 
collinearity  was  important  because  multivariate  statistical 
techniques  are  capable  of  isolating  the  effects  of  individual 
independent  variables  only  to  the  extent  that  the  independent 
variables  are  not  themselves  interrelated.     Minimizing  the 
number  of  items  varying  on  a  state-by-state  basis  was  impor- 
tant because  although  the  data  base  included  814  physician 
cases,  having  data  from  only  13  states  limited  the  available 
degrees  of  freedom. 
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Both  collinearity  and  the  nxomber  of  state  variables 
were  reduced  by  using  the  1978  Revised  Medicaid  Program 
Index  (RMPI)  in  the  analysis  instead  of  its  component  vari- 
ables.   The  Index  was  computed  simply  by  adding  each  state's 

32 

score  on  the  six  professional  cost  variables  just  discussed. 
Index  scores  for  the  thirteen  study  states,  which  ranged  from 
14  to  22,  are  shown  in  Table  4.12.     The  Index  describes  with 
a  single  score  a  state's  relative  position  with  regard  to 
the  six  component  variables.     A  state  with  a  relatively  high 
overall  score  can  be  thought  of  as  having  more  of  a  service 
orientation  to  Medicaid  than  a  state  with  a  lower  score. 
Further,  in  states  with  a  relatively  higher  score,  physicians 
are  likely  to  perceive  fewer  professional  costs  of  participa- 
tion in  the  program.     Thus  we  expected  that  a  higher  RMPI  score 
will  be  positively  associated  with  participation. 

In  the  first  four  chapters  we  have  set  the  stage  by  dis- 
cussing the  nature  of  the  issue  of  physician  participation  and 
our  plans  for  examining  it  empirically.     Now,  we  can  turn  to 
the  results. 
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TABLE  4. 12. --19 78  REVISED  MEDICAID  PROGRAM 
INDEX  SCORES,   BY  STATE 


State  Score 


California 

19 

Colorado 

14 

Georgia 

14 

Indiana 

19 

Iowa 

16 

Maryland 

16 

Massachusetts 

22 

Nebraska 

20 

New  York 

20 

Oklahoma 

18 

Pennsylvania 

15 

Tennessee 

15 

Texas 

15 
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CHAPTER  5 

FACTORS  ASSOCIATED  WITH  NONPARTICIPATION 


Each  potential  service  provider  decides  whether  to  par- 
ticipate in  a  public  program.     As  the  theoretical  framework 
presented  in  Chapter  3  suggests,  this  decision  is  likely  to 
be  the  result  of  many  policy  and  situational  factors.  (See 
Figure  2.2) . 

In  this  chapter,  we  present  the  results  of  an  empirical 
test  of  the  relationships  summarized  in  Figure  5.1.     The  over- 
all research  question  asks  which  pediatricians  participate  in 
Medicaid  and  how  do  they  differ  from  nonparticipants?  We 
begin  with  descriptive  statistics  showing  the  distribution  of 
participation  and  nonparticipation  in  the  sample.     Then,  the 
policy  and  situational  variables  are  used  in  an  analysis  of 
an  outcome  variable  measuring  whether  pediatricians  participate 
in  Medicaid.     Finally,   the  meaning  of  the  findings  is  discussed. 

The  Participation  Decision:     Descriptive  Statistics 
By  answering  a  number  of  important  questions,  an  examina- 
tion of  descriptive  statistics  pertaining  to  the  participation 
decision  can  set  a  factual  context  for  the  analysis.  Principal 
among  them  are  what  proportion  of  the  sample  of  pediatricians 
do  not  participate  in  Medicaid,   and  how  does  it  vary  by  state?  . 
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Situational  Variables 


Folic 
Variab 


Nonpar tic ipat ion- 
Participation 
Decision 


Fig.   5.1.    Outline  of  a  Model  of  the  Nonparticipation-Participation  Decision 
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Table  5.1  shows  that  the  overwhelming  majority  of  sampled 
pediatricians  participated  in  Medicaid.     Only  15  percent 
overall  reported  none  of  their  patients  were  covered  by  Medicaid 
and,   thus,  are  classified  as  nonparticipants . 

How  does  this  estimate  compare  with  the  findings  reported 

in  other  studies  of  pediatricians?    A  1976  survey  conducted  by 

the  American  Academy  of  Pediatrics  found  that  14.2  percent  of 

1 

all  general  pediatric  practices  had  no  Medicaid  patients.  One 
must  exercise  caution  in  comparing  these  similar  results,  how- 
ever, since  although  similar  questions  were  asked  in  the  two 
surveys,  the  samples  were  defined  quite  differently.     In  its 
1976  study,   the  Academy  used  a  simple  random  sample  of  its 
national  membership.     The  study  reported  here  on  the  other 
hand,  chose  a  separate  random  sample  in  each  of  the  thirteen 
states  of  all  self-designated  pediatricians,  only  60  percent  of 
whom  were  members  of  the  Academy  of  Pediatrics.     Because  the  two 
groups  differed  in  the  ways  indicated,   their  results  may  be 
directly  comparable. 

One  of  the  most  important  findings  displayed  in  Table  5.1 
is  the  considerable  variation  among  the  states  in  the  proportion 
of  pediatricians  not  participating  in  Medicaid.     It  ranges  from 
a  low  of  no  nonparticipants  in  Iowa  to  a  high  of  48  percent  non- 
participants  in  Georgia.     The  paucity  of  other  data  on  partici- 
pation by  state  limits  our  ability  to  examine  these  findings 
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TABLE  5.1 --DISTRIBUTION  OF  NONPARTICIPATION  IN  MEDICAID, 

BY  STATE 


State 

Total 

Nonpar ticip ants 
(%) 

California 

57 

2 

Loioraao 

53 

4 

Georgia 

y  J 

Indiana 

"7/. 

Iowa 

35 

0 

Maryland 

64 

5 

Massachusetts 

61 

5 

Nebraska 

26 

4 

New  York 

54 

15 

Oklahoma 

56 

5 

Pennsylvania 

61 

18 

Tennessee 

82 

22 

Texas 

77 

21 

Total 

793 

15 
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alongside  those  of  other  studies,  but  a  few  comparisons  are 

possible.     Data  on  California  pediatricians,  for  example, 

2 

indicated  100  percent  participation  in  1974  and  1977,  similar 
to  the  finding  of  98  percent  participation  for  California  in 
this  study.     Another  study,  conducted  by  Applied  Management 
Sciences,  used  Medicaid  claims  in  three  states  to  determine  the 
proportion  of  each  state's  pediatricians  participating  in  the 
program.     It  found  that  53  percent  of  Connecticut's  pediatri- 
cians, 51  percent  of  Indiana's,  and  50  percent  of  New  Jersey's 

3 

pediatricians  were  found  to  be  billing  the  program.  Since 
none  of  these  three  states  are  included  in  the  current  sample, 
we  cannot  make  precise  comparisons  with  the  state  estimates 
displayed  in  Table  5.1.     It  is  worth  noting,  however,  that  the 
estimates  of  nonparticipation  from  the  AMS  study  are  quite  a 
bit  higher  than  those  for  most  of  the  states  listed  in  Table  5.1. 
These  differences  may  be  in  part  a  function  of  the  six-year 
period  between  the  studies,  and  in  part  the  very  different  methods 
utilized  by  the  studies.     The  AMS  study  utilized  Medicaid 
to  establish  the  proportion  of  each  state's  physicians  partici- 
pating in  the  program.     Thus,  a  physician  with  Medicaid  patients 
in  his  practice  would  be  considered  a  nonparticipant  if  he  had 
submitted  no  claims  during  the  study  year.     The  AMS  method  can 
therefore  be  expected  Co  generate  a  more  conservative  estimate 
than  the  method  used  here  which  used  physician  self-reports  of 
proportion  of  patients  covered  by  Medicaid,   regardless  of  how 
recently  they  received  services. 
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Before  turning  to  an  analysis  of  differences  between 
participants  and  nonparticipants  we  note  two  additional  impor- 
tant points.     First,  38  percent  of  all  the  nonparticipants 

were  from  Georgia.     And  secondly,  72  percent  of  the  nonpartici- 

4 

pants  were  from  the  study's  five  southern  states.      That  the 
study's  nonparticipants  were  found  principally  in  the  southern 
states  alerts  us  to  the  potential  importance  of  region.  More- 
over, several  other  variables  in  the  analysis  were  highly 
correlated  with  region.     Even  though  a  regional  variable  was 
not  included  in  the  analysis  at  this  stage,   (since  it  has  des- 
criptive but  not  explanatory  power) ,  geographic  differences  will 
be  useful  in  interpreting  the  findings. 

Nonparticipants  and  Participants : 
Differentiating  Characteristics 

In  this  section  we  present  the  results  of  a  multivariate 
analysis  of  participation  that  asked  which  pediatricians  do  not 
participate  in  Medicaid,  and  how  do  they  differ  from  partici- 
pants.    To  answer  these  questions,  we  used  discriminant  analysis 
the  objective  of  which  is  to  select  and  test  a  set  of  variables 

that  measure  characteristics  on  which  two  groups  are  expected 
5 

to  differ. 

The  policy  and  situational  factors  that  are  expected  to 
differentiate  between  participants  and  nonparticipants  were 
discussed  in  detail  in  Chapter  4  and  are  summarized  in  Table  5.2 
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TABLE  5 .2- -VARIABLES  ENTERED  INTO  DISCRIMINANT  ANALYSIS  OF 
NONPARTICIPANTS  AND  PARTICIPANTS 

Predicted  Direction 
Variable  of  Effect 

on  Participation 

I.     Situational  Variables 

A.  Personal  and  Practice 
Characteristics 

Age  (-) 

Place  of  medical  education^ '  (+) 

Board  certification  status^  (-) 

Responsibility  of  society  to 
ensure  that  medical  care  is 

available^  (+) 
Nonphysician  personnel  costs  (-) 

B.  Service  Area  Characteristics 

Zip  Code  area  per  capita  income, 

1970  (-) 

Active  physicians  per  100,000 

county  population,   1976  (+) 

Estimate  of  proportion  of  zip 
code  area  population  on 

Medicaid,  1978  (+) 
Size/type  of  community^  (+) 
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TABLE  5  .  2  .--Continued 


Predicted  Direction 
Variable  of  Effect 

on  Participation 

II.     Policy  Variables 

A.     Economic  Incentives 

State  Medicaid  reimbursement 

for  a  Follow-up  Office  Visit  (+) 

Percentage  of  time  a  Medicaid 

claim  is  returned  to  office  ^ 
for  additional  work  (-) 


Elapsed  weeks  between  billing 

and  payment  of  Medicaid  claims  (-) 

Minutes  spent  completing  a 

Medicaid  claim  (-) 

B,     Professional  Incentives 

Revised  Medicaid  Program  Index, 

1978  (+) 


a 


a 


^Nonparticipants  could  not  be  asked  about  their  bill- 
ing experiences  with  Medicaid.     Thus,   these  variables  were 
not  included  in  the  discriminant  analysis. 

^The  four  nominal  variables  are  coded  as  dummy  vari- 
ables assuming  the  value  of  one,   respectively,   if  the  physician 
is  a  graduate  of  a  foreign  medical  school,  board-certified, 
agrees  with  the  attitudinal  statement,  and  practices  in  a 
metropolitan  community. 
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The  right  hand  colvimn  indicates  the  expected  direction  of  the 
effect  on  participation,  given  the  theory  which  was  introduced 
in  Chapter  3  and  operationalized  in  Chapter  4. 

Table  5.3  contains  values  for  both  the  participant  and 
nonparticipant  groups  on  each  of  the  factors .     For  the  con- 
tinuous variables,  means  are  given;  and  for  those  that  are 
dichotomous,  the  proportion  of  each  group  in  the  reference  cate- 
gory is  presented.     Reviewing  the  group  means  and  proportions 
enables  us  to  describe  the  basic  differences  between  the  two 
groups  before  the  effects  of  intercorrelations  are  taken  into 
account . 

In  the  area  of  personal  and  practice  characteristics  we 
see  that  nonparticipants  are  more  likely  to  be  older,  less 
likely  to  be  graduates  of  foreign  medical  schools,  and  more 
likely  to  be  board-certified.     Nonparticipants  are  also  less 
likely  to  agree  that  the  society  has  responsibility  for  ensuring 
access  to  medical  care.     Finally,   there  appear  to  be  no  dif- 
ferences in  the  average  personnel  costs  in  the  areas  in  which 
nonparticipants  and  participants  practice.     This  finding  is 

opposite  to  our  expectation  that  nonparticipants  would  face 

6 

higher  nonphysician  personnel  costs. 

Among  the  service  area  characteristics  we  found,  as 
expected,   that  nonparticipants  practice  in  zipcode  areas  with 
relatively  higher  per  capita  incomes  and  in  areas  with  rela- 
tively fewer  Medicaid  patients.     However,  while  we  expected 
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TABLE  5.3--NONPARTICIPANTS  AND  PARTICIPANTS:  GROUP  MEANS^ 


Variable 

Group 

Means^ 

iNonpar  cicipancs 
(N=117) 

rdiL  L i. C  J.|JclLi  L.O 

(N=663) 

I.     Situational  Variables 

A.     Personal  and  Practice 
Characteristics 

Age 

51.44 

47.54 

Place  of  medical 
education 

.08^ 

.13^ 

Board  certification 
status 

.74^ 

.73^ 

Responsibility  of  so- 
ciety to  ensure  that 
medical  care  is  avail- 
able 

.  /  Z 

•  OH 

Nonphysician  personnel 
costs 

880.61 

879  .95 

B.     Service  Area  Charac- 
teristics 

Zip  Code  area  per 
capita  income,  1970 

4095.78 

3723.45 

Active  physicians  per 
100,000  county  popula- 
tion, 1976 

210.70 

179.70 

Estimate  of  proportion 
of  zip  code  area  popu- 
lation on  Medicaid,  1978 

2.53 

2.90 

Size/type  of  community 

.69^ 

.57^ 
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TABLE  5  .  3 -Continued 


Variable 

Group 

Means^ 

Nonparticipants 
(N=117) 

Participants 
(N=663) 

II.     Policy  Variables 

A. 

Economic  Incentives 

State  Medicaid  reim- 
bursement for  a 
Follow-up  Office 
Visit 

• 

10.11 

9.78 

Percentage  of  time  a 
Medicaid  claim  is  re- 
turned to  office  for 
additional  work 

b 

D 

Elapsed  weeks  between 
billing  and  payment 
■   of  Medicaid  claims 

b 

I. 
D 

Minutes  spent  complet- 
ing a  Medicaid  claim 

b 

b 

B. 

Professional  Incen- 
tives 

Revised  Medicaid  Pro- 
gram Index,  1978 

15.54 

17.09 

^Where  the  variable  is  dichotomous  the 
ported  for  each  group  is  the  proportion  of  the 
reference  category  of  the  dummy  variable. 

numbers  re- 
group in  the 

Nonparticipants  could  not  be  asked  about  their  bill- 
ing experiences  with  Medicaid.     Thus,   these  variables  were 
not  included  in  the  discriminant  analysis. 
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nonparticipants  to  practice  in  areas  with  fewer  physicians,  and 
to  be  less  likely  to  practice  in  metropolitan  areas,   the  con- 
verse appears  to  be  true,  at  least  at  the  level  of  zero-order 
relationships . 

Considering  the  policy  variables,  we  found  a  small  differ- 
ence between  the  states  of  participants  and  nonparticipants  in 
the  average  reimbursement  for  a  follow-up  office  visit.  But 
contrary  to  our  expectations,  nonparticipants  practice  in  states 
with  slightly  higher  Medicaid  fees  than  the  participants.  On 
the  other  hand,  as  predicted,  nonparticipants  were  more  likely 
than  participants  to  be  found  in  states  with  lower  Revised 
Medicaid  Program  Index  scores. 

This  review  of  the  group  means  and  proportions  suggests 
that  nonparticipants  differ  from  participants  in  significant 
ways  such  as  age,  credentials,  attitudes,  and  the  demographic 
and  Medicaid  policy  environments  in  which  they  practice.  Many 
of  these  characteristics  may  be  interrelated,  however,  and  a 
simple  comparison  of  group  means  does  not  adequately  control 
for  this  possibility.     If  nonparticipants  truly  are  different 
from  participants,   it  should  be  possible  to  distinguish  between 
the  two  groups  statistically  using  discriminant  analysis. 

Discriminant  Analysis  Results  for  Participants 
and  Nonparticipants 

We  entered  the  variables  in  the  discriminant  analysis 

in  three  steps   in  order  to  examine  in  succession  the  contributions 
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of  situational  factors  and  policy  factors  to  our  ability  to 
differentiate  between  participants  and  non-participants.  The 
situational  variables  were  entered  first  because,  according  to 
the  conceptual  framework  presented  in  Chapter  2,  their  effect 
is  logically  prior  to  the  policy  variables.     That  is,  they 
exist  regardless  of  the  characteristics  of  the  Medicaid  policy 
environment  in  which  the  physician  practices.     In  the  second 
and  third  steps  we  examined  the  effects  of  economic  and  profes- 
sional incentives,  respectively.     We  entered  the  economic 
factors  first  principally  to  maximize  the  comparability  with 
past  research,  which  did  not  deal  explicitly  with  the  influence 
of  professional  incentives  on  participation.     These  steps  are 
reflected  in  Table  5.4  which  summarizes  the  results  of  the 
discriminant  analysis. 

In  the  first  step,  two  statistically  significant  coeffi- 
cients emerged.     They  indicated,  as  predicted,  that  the  nonpar- 
ticipant  was  older  and  less  likely  to  agree  that  the  society, 
through  its  government,   should  ensure  access  to  medical  care. 
These  findings  are  very  similar  to  those  reported  by  Sloan,  Crom- 
well, and  Mitchell,  who  found  that  physicians  over  60  years  of 
age  and  those  with  less  liberal  attitudes  were  more  likely  to 

be  nonparticipants  than  their  younger  and  more  liberal  counter- 
7 

parts.       These  calculations  included  tests  for  the  presence  of 


TABLE  5. 4. --STANDARDIZED  DISCRIMINANT  FUNCTION  COEFFICIENTS  FOR  NONPARTICIPANTS  VERSUS 

PARTICIPANTS  (N=78I) 


Variables 


Discriminant  Function    Discriminant  Function    Discriminant  Function 
Step  1  Step  2  Step  3 


Situational  Factors 


Situational  Factors 
Situational  Factors  Economic  Incentives 
Economic  Incentives     Professional  Incentives 


Age 

Place  of  medical 
education 

Board  certifica- 
tion status 

Responsibility  of 
society  to  ensure 
that  medical  care 
is  available 

Nonphysician  person- 
nel costs 

Zip  Code  area  per 
capita  income,  1970 


- .469"* 
+  .110 
+  .043 


+  .165 
-.355 


+  .092 
+  .026 

+  .165 
-.350 


- .337** 
+  .035 
-  .068 


+.329** 
+  .116 
-  .372* 


ro 

CO 

I 


■ 


1 


ff 


Active  physicians  per 
100.000  county 
population,  1976 

Estimate  of  propor- 
tion of  zip  code 
area  population  on 
Medicaid,  1978 

Size/type  of  com- 
munity 

State  Medicaid  re- 
imbursement for  a 
Follow-up  Ofice 
Visit 

Revised  Medicaid 
Program  Index, 
1978 


-  .229 


-.245 


-  .193 


+  .129 


.276 


+  .110 
-.219 


-.190 
-.058 


188 


-.075' 


+  .792' 


to 


Wilks'     Lambda  .96 

"F  -  ratio  significant  at  .05  level 

v,-v-F  -  ratio  significant  at  .01  level 

Vc-;.--A-F  -  ratio  significant  at  .001  level 


^Since  these  variables  vary  by  state  (N=13)  rather  than  by  pediatrician  (N-781) , 
the  significance  of  an  f=ratio  based  upon  degrees  of  freedom  calculated  for^a  sample  size 
of  781  cases  would  overstate  their  significance.     Thus,  while  significance  levels  are  not 
provided  for  these  variables,   their  relative  magnitudes  are  accurately  reflected  by  the 
standardized  discriminant  function  coefficients. 
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two  interactions.     In  the  first,  we  created  an  interaction  term 
to  identify  the  joint  effect  of  the  physician's  age  (AGE)  and 
attitudes  about  government's  role  in  ensuring  access  to  care 
(SOC),  our  measure  of  the  doctor's  political  views.     In  the 
second,  an  interaction  term  was  constructed  to  identify  the 
joint  effect  of  health  care  resources  in  the  area  (MDs)  and 
the  size  and  type  of  the  community  in  which  the  physician  prac- 
ticed (METRO).     In  neither  case  was  a  significant  interaction 
identified,  however,  and  these  interaction  terms  were  dropped 
from  subsequent  analyses. 

The  statistics  at  the  bottom  of  Table  5.4  stramiarize  the 
degree  of  differentiation  achieved  by  each  discriminant  function. 
They  demonstrate  that  the  function  derived  from  the  nine  situa- 
tional variables  did  not  discriminate  effectively  between  the 
two  groups.     The  degree  of  differentiation  between  the  two  groups 
is  indicated  by  Wilks'  lambda,  which  ranges  from  1.00  when  no 
differentiation  is  found  between  two  groups  to  0.00  when  two 
groups  are  perfectly  differentiated.     The  function  presented  in 
the  first  column  yielded  a  Wilks'   lambda  of  .96,  corresponding 
to  a  chi-square  of  33.84  with  a  probability  level  less  than  .001. 
Although  the  value  of  Wilks'   lambda  was  statistically  significant, 
the  function  had  very  little  capacity  to  differentiate  nonpartici- 
pants  from  the  participating  pediatricians. 

^^7hen  the  effect  of  economic  incentives  was  taken  into  account 
in  the  second  step,   the  differentiating  capacity  of  the  function 
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was  hardly  changed.     Wilks'   lambda  remained  at   .96.     The  vari- 
able measuring  the  state  average  Medicaid  reimbursement  for  the 
follow-up  office  visit  was  not  statistically  significant.  This 
absence  of  effect  is  surprising  because  the  two-market  theory 
led  us  to  predict  that,  after  controlling  for  situational  vari- 
ables, we  would  find  a  positive  and  significant  coefficient  in- 
dicating that  the  higher  the  Medicaid  reimbursement,  the  more 
likely  the  physician  would  be  to  participate.     Here  we  see, 
however,  no  statistically  significant  effect  attributable  to 
the  level  of  reimbursement.     This  empirical  finding  differs  from 
that  of  Sloan,  Cromwell,  and  Mitchell,  who  found  that  the  level 
of  Medicaid  reimbursement  had  a  weak  but  statistically  signifi- 
cant positive  effect  on  the  physician's  decision  to  participate 
8 

in  the  program.  This  finding  will  be  explored  in  the  discussion 
that  follows  the  presentation  of  findings. 

When  the  effect  of  professional  incentives  was  taken  into 
account  in  the  third  step,  the  discriminating  capacity  of  the 
function  improved  slightly,  and  the  Wilks'   lambda  fell  to  .91. 
After  the  third  step  the  function  explained  9  percent  of  the 
variance  between  the  groups.     The  positive  direction  of  the 
standardized  discriminant  function  coefficient  indicated  that 
nonparticipants  were  more  likely  to  practice  in  states  with  lower 
RMPI  scores.     Moreover,   the  relative  magnitude  of  the  coeffi- 
cients --  more  than  twice  the  size  of  the  other  significant 
coefficients  --  suggested  this  variable's  importance  in  discrim- 
inating between  the  groups.     Also  noteworthy  is  the  fact  that 
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in  the  third  step  the  coefficient  measuring  the  per  capita  income 

of  the  physician's  service  area  was  statistically  significant 

at  the  .05  level.     As  predicted,  the  nonparticipant  tended  to 

practice  in  a  service  area  with  a  relatively  high  per  capita 

income.     Sloan,  Cromwell,  and  Mitchell  also  found  this  inverse 

association,  but  the  coefficient  in  their  study  was  not  statisti- 

9 

cally  significant. 

Before  we  turn  to  a  discussion  of  the  results  of  the  dis- 
criminant analysis,   it  is  worthwhile  to  make  a  few  additional 
comparisons  with  past  research.     First,  Sloan,  Cromwell,  and 
Mitchell  found  that  the  nonphysician  personnel  costs  faced  by 
the  physician  had  a  significant  inverse  relationship  with 

participation:     the  higher  these  costs,  the  less  likely  the  physi- 

10 

cian  was  to  participate.      The  discriminant  analysis  presented 
here  did  not  corroborate  their  findings,  however.     The  discrimi- 
nant function  coefficient  corresponding  to  nonphysician  person- 
nel costs  was  positive,  but  it  cannot  be  considered  significantly 
different  from  zero.     In  addition,  Sloan,  Cromwell,  and  Mitchell 
found  a  significant  positive  relationship  between  the  size  of 

the  Medicaid-eligible  population  and  the  physician's  willingness 

11 

to  participate.        Again,  however,  we  found  no  corroborating 
evidence  for  these  empirical  findings  in  the  discriminant  analy- 
sis just  reported. 

Finally,   Sloan,   Cromwell,   and  Mitchell  found  that  variables 
measuring  the  cost  of  obtaining  reimbursement  from  Medicaid  had 
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an  important  inverse  effect  on  Medicaid  participation.  Indeed, 

they  found  those  factors  to  have  more  influence  over  whether 

a  physician  participated  than  over  the  extent  of  his  partici- 
12 

pation.        We  used  three  variables  to  measure  the  costs  of 
collecting  from  Medicaid: 

1.  Percent  of  instances  in  which  a  Medicaid  claim 
is  returned  to  the  office  for  additional  work; 

2.  Elapsed  weeks  between  billing  and  payment  of  Medi- 
caid claims ;  and 

3.  Minutes  spent  completing  a  Medicaid  claim. 
Data  pertaining  to  these  variables  were  obtained  from  the 
pediatricians  during  the  personal  interview.     However,  as  ex- 
plained in  Chapter  4,  nonparticipants  were  precluded  by  their 
lack  of  experience  with  Medicaid  from  responding.     Since  suitable 
values  for  these  three  variables  were  not  available  for  non- 
participants,  therefore,  the  variables  could  not  be  included  in 
the  discriminant  analysis.     Thus,   some  potentially  important 
factors  have  been  omitted  from  our  analysis  of  whether  pediatri- 
cians participate  in  Medicaid. 

Because  of  this  limitation,  we  will  not  examine  the  impact 
of  Medicaid  collection  costs  in  a  multivariate  context.  However, 
we  will  use  the  available  evidence  to  infer  the  probable  direc- 
tion and  magnitude  of  their  effects.     Table  5.5  represents  the 
responses  of  77  nonparticipants  to  a  series  of  questions  about 
their  nonparticipacion .      (This  group  included  only  pediatricians 
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TABLE  5.5 --EVALUATION  OF  REASONS  FOR  NOT  PARTICIPATING  BY 
PEDIATRICIANS  WHO  ONCE  PARTICIPATED,   BUT  CURRENTLY  ACCEPT 
NO  t-IEDICAID  PATIENTS,   IN  PERCENTAGES 


Very 
Important 

Somewhat 
Important 

Not  at  All 
Important 

N 

Not  all  health 
services  covered 

30.3 

26.3 

43.4 

76 

Takes  too  long  to 
complete  forms 

48.1 

36.4 

15.6 

77 

Takes  too  long  to 
receive  payment 

42.9 

32.5 

24.7 

77 

Regulations  too 
complex 

53.2 

33.8 

13.0 

77 

Pa3mients  too  low 

58.4 

28.6 

13.0 

77 

Payments  unpre- 
dictable 

56.6 

28.9 

14.5 

76 

Can't  provide 
high  quality  care 

44.0 

28.0 

28.0 

75 

Problems  with 
patients 

27.3 

22.1 

50 . 6 

77 

Don't  treat  that 
type  of  patient 

7.8 

15.6 

76.6 

77 

Few  eligibles 
in  the  area 

10.7 

20.0 

69.3 

75 

Opposed  to  govern 
ment  in  health 
care 

25.3 

25.3 

.  49.3 

75 

No  time  for  more 
patients 

7.9 

9.2 

82.9 

76 
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who  once  participated  in  Medicaid,  but  were  no  longer  doing  so 
at  the  time  of  the  survey;  the  47  who  had  never  participated  in 
the  program  were  excluded.)     The  interviewer  asked  these  77 
pediatricians  to  assess  twelve  reasons  for  nonparticipation, 
ranking  each  as  very  important,  somewhat  important,  or  not  at 
all  important.     Many  of  the  items  that  these  nonparticipants 
found  to  be  very  important  pertained  to  reimbursement  level  and 
claims-processing  costs.     The  pediatricians  ascribed  great 
importance  to  bureaucratic  complexity  and  delays  in  claims  pro- 
cessing as  reasons  for  nonparticipation.     They  also  identified 
low  Medicaid  reimbursement  as  an  important  reason  for  nonpar- 
ticipation. 

Discussion 

The  analysis  just  presented  addressed  the  question:  Which 
pediatricians  participate  in  Medicaid  and  how  do  they  differ 
from  nonparticipants?    Eleven  variables  on  which  the  two  groups 
were  expected  to  differ  were  used  in  the  discriminant  analysis. 
Only  four  of  these  eleven  variables  contributed  significantly 
to  differentiating  between  the  groups  and  permitted  only  a  small 
degree  of  differentiation. 

Surprisingly  Little  differentiation  could  be  achieved  on 
the  basis  of  the  nine  situational  variables.     We  learned  only 
that  nonparticipants  cended  to  be  older,   to  be  less  liberal,  and 
to  practice  in  service  areas  with  higher  per  capita  incomes  than 
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their  participating  counterparts.     Assuming  that  the  theoretical 
framework  did  not  omit  important  variables,  it  appears  that  non- 
participants  did  not  differ  substantially  from  participants 
with  regard  to  situational  factors. 

The  finding  that  the  economic  incentives,  did  not  signifi- 
cantly influence  whether  a  pediatrician  participated  in  Medicaid 
was  also  surprising.     The  theoretical  framework  and  previous 
empirical  research  suggested  that  a  physician  at  the  partici- 
pation threshold  would  be  likely  to  become  a  participant  in  the 
presence  of  positive  incentives.     However,  the  findings  of  the 
discriminant  analysis  suggest  that  the  level  of  Medicaid  reim- 
bursement was  not  a  significant  factor  in  the  decision.  This 
finding  has  important  implications  for  strategies  available  to 
the  states  for  increasing  participation  (see  Chapter  7) . 

The  discriminant  analysis  did  suggest  that  some  set  of 
factors  had  a  strong  effect  on  participation  --  the  professional 
incentives  created  by  the  states.     Nonparticipants  tend  to 
practice  in  states  with  low  RMPI  scores.     It  is  useful,  however, 
to  bear  in  mind  that  nonparticipation  was  concentrated  in  the 
southern  states,  which  tended  to  have  lower  RMPI  scores  than 
the  nonsouthern  states  (means  of  15.6  and  21.9,  respectively, 
in  Table  5.6). 
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TABLE  5. 6 --REVISED 

Nonsouthern  States 

California 
Colorado 
Indiana 
Iowa 

Massachusetts 
Nebraska 
New  York 
Pennsylvania 

Southern  States 

Georgia 

Maryland 

Oklahoma 

Tennessee 

Texas 


MEDICAID  PROGRAM  INDEX  SCORES,  1978 

RMPI  Score. 

19 
14 
19 
16 
22 
20 
20 
15 


14 
16 
18 
15 
15 
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Summary 

Which  pediatricians  did  not  participate  in  Medicaid  and 
how  did  they  differ  from  participants?     Descriptive  statistics 
indicated  that  only  15  percent  of  the  sample  did  not  partici- 
pate in  Medicaid.     The  findings  of  the  discriminant  analysis 
showed  that  nonparticipants  tended  to  be  older,  to  be  less 
liberal,  and  to  practice  in  service  areas  with  higher  per 
capita  incomes  than  their  participating  counterparts.  Non- 
participants  also  tended  to  practice  in  southern  states  where 
the  Medicaid  reimbursement  level  was  relatively  high  but  the 
Program  Index  score  was  relatively  low.     In  Chapter  7  these 
findings  about  nonparticipation  are  compared  with  those  per- 
taining to  the  extent  of  participation  among  participants  and 
the  implications  of  both  are  discussed. 
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CHAPTER  6 

FACTORS  AFFECTING  EXTENT  OF  MEDICAID  PARTICIPATION 
AMONG  PARTICIPATING  PEDIATRICIANS 


Introduction 

In  the  preceding  chapter  the  pediatrician  sample  was 
divided  into  participants  and  nonparticipants ,   and  factors 
differentiating  the  two  groups  were  examined.     A  physician's 
decisions  regarding  Medicaid,  however,  are  not  simply  limited 
to  whether  or  not  to  treat  patients  under  the  program.  Once 
a    decision  to  participate  has  been  made,  the  physician  retains 
discretion  over  the  extent  of  that  participation,  defined  here 
as  the  proportion  of  the  physician's  patients  whose  care  is 
financed  by  Medicaid. 

This  chapter  asks,  What  are  the  factors  associated  with 
the  extent  of  participation  among  participating  pediatricians? 
The  chapter  begins  with  descriptive  statistics  pertaining  to 
the  distribution  of  participation  in  the  sample.     Then,  the 
hypotheses  established  in  Chapter  4  are  tested;  and  finally, 
we  discuss  the  meaning  of  the  findings. 

Extent  of  Participation:     Descriptive  Statistics 
Before  considering  the  multivariate  analysis,   it  is  useful 
to  set  a  context  by  examining  descriptive  statistics  showing 
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the  extent  of  participation  among  office-based  pediatricians. 
As  noted  in  Chapter  5,   fully  85  percent  of  the  pediatricians 
in  the  sample  reported  that  they  participated  in  Medicaid. 
The  extent  of  that  participation  varied  considerably  among 
them,  however.     In  order  to  depict  the  distribution  of  partici- 
pation among  pediatricians  completely,  the  histogram  in  Figure 
6.1  includes  nonparticipants .     It  indicates  that  63  percent 
of  the  pediatricians  have  practices  in  which  10  percent  or 
fewer  of  the  patients  have  Medicaid  coverage  and  that  above  10 
percent,  the  distribution  drops  dramatically.     We  see  that 
90  percent  of  the  pediatricians  have  practices  with  30  percent 
or  fewer  Medicaid  patients .     These  findings  are  remarkably 
similar  to  the  distribution  reported  in  a  1976  survey  conducted 
by  the  American  Academy  of  Pediatrics.     That  study,  with  dif- 
ferent sampling  and  data  collection  methods,  found  that  66 
percent  of  pediatricians  surveyed  had  practices  in  which  0  to 

10  percent  of  the  patients  were  covered  by  Medicaid,  and  92 

1 

percent  had  30  percent  or  fewer  Medicaid  patients . 

In  the  present  study  the  mean  extent  of  participation 
among  all  pediatricians  was  13.4  percent  and  15.7  percent 
among  those  who  participated.     How  do  these  proportions  compare 
with  those  found  in  other  studies?     Table  6.1  summarizes  the 
findings  of  five  studies  which,  despite  diverse  sampling  and 
data  collection  techniques,  reported  similar  proportions  of 
Medicaid  patients  in  pediatric  practices,  ranging  from  10.8 
percent  to  15.6  percent. 
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(Note:  The  shaded  area  represents  nonparticipating  pedia- 
tricians .  ) 

Fig.   6.1    Distribution  of  Extent  of  Medicaid  Partici- 
pation Among  Pediatricians. 


TABLE  6. 1- -MEASURES  OF  EXTENT  OF  PARTICIPATION  IN  MEDICAID:     PRIOR  STUDIES 


Study 

Data  Source 

Year 

Participation  Measure 

Observed 
Level 

Held,   Manheim  & 
Wooldridge  1978 

National 
probability 
sample,  survey 

1975 

Average  proportion  of 
patient  load  under 
Medicaid  (General/ 
Family  Practice) 

(Internal  Medicine) 

(Pediatrics) 

15.17„ 
10.5% 
15  . 6% 

Henderson,  1977 

National 
probability 
sample,  survey 

1975 

Proportion  of  Medicaid- 
eligible  patients  in 
the  practice 

(Total) 

(Pediatrics) 

16.7% 
•  12.2% 

TABLE  6.1 --Continued 


Jones,  1977 
California 


California 

Medical 
Association 
Members  Survey 


1974  Average  proportion 

of  patient  load  under 
Medicaid 


1977  Average  proportion  of 

patient  load  under 
Medicaid 


9  . 77o 


10.77o 


1974  Average  proportion  of 

pediatrician's  patient 
load  under  Medicaid 

1977  Average  proportion  of 

pediatrician's  patient 
load  under  Medicaid 


13.7% 


13 .  TL 


I 

M 
I 


Mitchell  and 
Cromwell,  1980 


National 
probability 
sample,  survey 


1976  Average  proportion  of 

pediatrician's  patients 
covered  by  Medicaid 


14 . 3% 


Average  proportion  of  pri- 
mary care  physician's 
patients  covered  by  Medicaid  13.37o 


I 


TABLE  6 . 1- -Continued 


Study 


Data  Source 


Year 


Participation  Measure 


Observed 
Level 


Sloan,  Cromwell, 
6c  Mitchell 
1977 


National 
probability 
sample,  survey 


1975  Proportion  of  a  refer- 

ence week's  total 
visits    rendered  to 
Medicaid  patients  (all 
physicians) 

Proportion  of  a  refer- 
ence week's  total 
visits  rendered  to 
Medicaid  patients 
(pediatricians) 


10 . 3% 


10 . 8% 


o 
I 
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In  spite  of  the  relative  consistency  in  published  reports, 
however,  Table  6.2  indicates  that  this  average  varied  consider- 
ably from  state  to  state.     Among  Tennessee's  participating 
pediatricians  the  mean  extent  of  participation  was  8.9  while 
in  California,  it  was  32.5. 

Extent  of  Participation:  Multiple  Regression  Analysis 

Having  discovered  this  variation,  we  conducted  a  multiple 
regression  analysis  among  participants  to  learn  why  some 
pediatricians  treated  more  Medicaid  patients  than  others  did. 
Ordinary  least  squares  multiple  regression  was  the  statistical 
technique  used  to  address  this  question.     The  factors  expected 
to  affect  the  extent  of  participation  were  discussed  in  detail 
in  Chapter  4  and  are  summarized  in  Table  6.3.     The  right  hand 
column  of  the  table  indicates  the  direction  of  the  effect  pre- 
dicted in  the  theoretical  discussion  presented  earlier. 

Before  turning  to  the  regression  analysis,  we  will  present 
the  zero-order  relationships  between  the  policy  and  situational 
variables  and  extent  of  participation.     For  the  four  situational 
factors  which  were  categorical  variables,  we  used  analysis  of 
variance  to  examine  their  association  with  extent  of  partici- 
pation.    The  results,  which  are  presented  in  Table  6.4,  show 
that,  as  predicted,   extent  of  participation  is  greater  among 
graduates  of  foreign  medical  schools  and  among  pediatricians 
who  are  not  certified  by  a  specialty  board.     However,  no 
statistically  significant  differences  were  observed  in  extent 
of  participation  either  by  attitudes   toward  the  government's 
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TABLE  6.2 --EXTENT  OF  MEDICAID  PARTICIPATION  AMONG  PAR- 
TICIPATING PEDIATRICIANS,   BY  STATE 


Average  Extent  of 
Participation  Among 
Participants 


State 

N 

J-  CLC'dlU 

California 

56 

32.5 

Colorado 

51 

12.3 

Georgia 

48 

16.2 

Indiana 

67 

14.5 

Iowa 

35 

16.6 

Maryland 

61 

11.5 

Massachusetts 

58 

19.9 

Nebraska 

25 

16.1 

New  York 

46 

17.9 

Oklahoma 

53 

13.8 

Pennsylvania 

50 

.  14.4 

Tennessee 

64 

8.9 

Texas 

61 

12.1 

Total 


675 


15.  7 


-143- 


TABLE  6. 3- -VARIABLES  ENTERED  INTO  REGRESSION  ANALYSES  OF 
EXTENT  OF  PARTICIPATION  AMONG  PARTICIPANTS 


Predicted  Direction 
Variable  of  Effect 


I.     Situational  Variables 

A.  Personal  and  Practice 
Characteristics 

Age 

Place  of  medical  education^' 

Board  certification  status^ 

Responsibility  of  society 
to  ensure  that  medical 
care  is  available^ 

Nonphysician  personnel  costs 

B.  Service  Area  Characteristics 

Zip  code  area  per  capita 
income,  1970 

Active  physicians  per 
100,000  county  population, 
1976 

Estimate  of  proportion  of  zip 
code  area  population  on 
Medicaid,   1978  (+) 


(-) 
(+) 
(-) 

(+) 
(-) 

(-> 

(+) 


Size/type  of  community^ 


(+) 
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TABLE  6. 3- -Continued 


Variable 

Predicted  Direction 
of  Effect 

II.     Policy  Variables 

A. 

Economic  Incentives 

ouaue  neuLcaxa  reim- 
bursement for  a 
follow-up  office 
visit 

(+) 

Percentage  of  time  a 
Medicaid  claim  is 
returned  to  office 
for  additional  work 

(-) 

Elapsed  weeks  between 
billing  and  payment 
of  Medicaid  claims 

<^-> 

Minutes  spent  com- 
pleting a  Medicaid 
claim 

B. 

Professional  Incentives 

Revised  Medicaid  Program 

Index,   1978  (+) 


The  four  nominal  variables  are  coded  as  dummy  variables 
assuming  the  value  of  one,   respectively,   if  the  physician  is 
a  graduate  of  a  foreign  medical  school,  board-certified, 
agrees  with  the  attitudinal  statement,  and  practices  in  a 
metropolitan  community. 
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TABLE  6. 4- -DIFFERENCES  IN  EXTENT  OF  PARTICIPATION:  SUMMARY 

OF  ANALYSES  OF  VARIANCE 


Average  Percentage 
of  Patients  Covered 
by  Medicaid  for 

Participating  Pedia-  Number  of 

tricians  in  Each  Responding 

Category  S.D.  Pediatricians 


Place  of  Medical 
Education 

USMG  13.9  14.6  543 

FMG  and  USFMG  29.8  26.1  86 


Board  certifi- 
cation Status 


Size/Type  of  Com- 
munity 


p  =  .001 


Not  board  cer- 
tified 19.0  20.2  .  168 
Board  certified           15.0                     16.3  461 

P  =  .012 

Responsibility  of 
society  to  ensure 
that  medical  care 
is  available 

Disagree  13.9  17.3  101 

Agree  16.5  17.5  528 


p  =  N.S, 


Nonmetropolitan  14.7  14.4  277 

Metropolitan  17.2  19.5  352 


p  =  .03 
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role  in  health  care  or  by  whether  the  physician  practiced  in 
a  metropolitan  area. 

Table  6,5  presents  the  zero-order  correlations  of  the 
continuous  situational  and  policy  variables  with  extent  of 
participation.     Among  the  physician's  personal  characteristics 
we  found,  as  predicted,  a  small  inverse  association  between 
age  and  extent  of  participation.     Looking  at  practice  charac- 
teristics, we  observed  a  small  inverse  association  between 
nonphysician  personnel  costs  and  extent  of  participation  as 
predicted  by  the  two-market  theory.     Statistically  significant 
associations  in  the  expected  direction  were  also  found  for  per 
capita  income  and  the  size  of  the  Medicaid-eligible  population 
in  the  physician's  service  area.     And,  finally,  the  supply  of 
health  care  resources,  as  measured  by  the  county's  physician- 
to-population  ratio,  also  achieved  statistical  significance. 

Two  of  the  four  economic  incentive  variables  were  statisti 
cally  significant,  as  well.     Table  6.5  shows  a  positive  correla 
tion  of  the  level  of  the  Medicaid  fee  with  the  extent  of 
participation.     In  addition,  we  found  an  inverse  association, 
as  predicted,  between  the  niomber  of  weeks  it  takes  Medicaid  to 
pay  the  physician  and  the  extent  of  participation.     The  results 
for  the  proportion  of  claims  returned  to  the  physician  and  for 
the  length  of  time  it  takes  to  complete  a  claim  did  not  achieve 
statistical  significance,  however. 
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TABLE  6.5 --SUMMARY  OF  CORRELATES  OF  EXTENT  OF  MEDICAID 
PARTICIPATION  AMONG  PARTICIPATING  PEDIATRICIANS  (N=629) 


Pearson  Correlation  with 
the  Percentage  of  the  Par- 
ticipating Pediatrician's 
Variable  Patients  Covered  by  Medicaid 


Age 


.095 


p=.009 


Nonphysician 
personnel  costs 

Zip  code  area  per 
capita  income,  1970 

Active  physicians  per 
100,000  county  popu- 
lation, 1976 

Estimate  of  proportion 
of  zip  code  area  popu- 
lation on  Medicaid,  1978 

State  Medicaid  reim- 
bursement for  a  follow- 
up  office  visit 

Percentage  of  time  a 
Medicaid  claim  is 
returned  to  office  for 
additional  work 

Elapsed  weeks  between 
billing  and  payment- of 
Medicaid  claims 

Minutes  spent  completing 
a  Medicaid  claim 

Revised  Medicaid  Program 
Index,  1978 


-.080 


-.324 


-.124 


+  .335 


+  .082 


+  .015 


p=.023 


p=.001 


p=.001 


p=.001 


p=.019 


N.S, 


-.105  p=.004 
-.017  N.S. 


+  .229 


p=.001 
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Finally,  the  association  with  professional  incentives, 
as  measured  by  the  Revised  Medicaid  Program  Index,  was  also 
relatively  large  and  is  statistically  significant.     As  the 
sign  of  the  coefficient  indicates,  a  higher  Medicaid  Program 
Index  score  was  positively  associated  with  extent  of  partici- 
pation. 

This  summary  of  Tables  6.4  and  6.5  identified  several 
significant  correlates  of  the  extent  of  participation,  includ- 
ing age,  credentials,  and  the  demographic  and  Medicaid  policy 
environments  in  which  the  physician  practiced.     Since  many  of 
these  characteristics  may  be  interrelated,  however,  and  zero- 
order  associations  ignore  that  possibility,  multiple  regression 
analysis  is  necessary  to  determine  the  contribution  of  each 
factor  while  controlling  for  the  effects  of  the  others. 

Tables  6.6  through  6.9  display  the  summary  statistics  for 
the  multiple  regression.     Table  6.6  presents  the  means  and 
standard  deviations  for  the  variables  included  in  the  multiple 
regression  analysis.     Tables  6.7,  6.8,  and  6.9  summarize  the 
three  steps  of  the  multiple  regression.     Once  again,  we  entered 
the  situational  variables  in  the  first  step  because  of  their 
logical  precedence  over  the  policy  variables.     Thus,  in 
Table  6.7  the  effects  of  the  situational  variables  alone  are 
presented.     Table  6.8  summarizes  the  effects  of  the  situational 
and  the  economic  incentive  variables  together.     This  step  was 
taken  to  insure  comparability  with  past  research  which  does 
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TABLE  6.6 --MEANS  AND  STANDARD  DEVIATIONS:  PARTICIPATING 

PEDIATRICIANS^  (N=629) 


Variable  Mean^  Standard 

Deviation 

Age  47.53  .  11.18 

Place  of  Medical  Education^  .14  .34 

Board  certification  status^  .73  .44 

Responsibility  of  society  to 
ensure  that  medical  care  is 

available^  .84  .37 

Nonphysician  personnel  costs  880.25  109.17 

Zip  code  area  per  capita 

income,  1970  3705.42  1115.88 

Active  physicians  per 
100,000  county  population, 

1976  178.80  117.22 

Estimate  of  proportion  of  zip 
code  area  population  on 

Medicaid,  1978  2.92  2.50 

Size/ type  of  community^  .56  .50 

State  Medicaid  reimbursement 

for  a  follow-up  office  visit  9.75  1.90 

Percentage  of  time  a  Medicaid 
claim  is  returned  to  office 

for  additional  work  1.95  .57 

Elapsed  weeks  between  billing 

and  payment  of  Medicaid  claims  1.83  .56 

Minutes  spent  completing  a 

Medicaid  claim  1.67  .46 

Revised  Medicaid  Program  Index, 

1978  17.10  2.55 


l-There  the  variable  is  dichotomous  the  number  reported 
is  the  proportion  of  the  cases  in  the  reference  category  of  the 
dummy  variable. 
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TABLE  6.7--STEP  1:  ORDINARY  LEAST  SQUARES  REGRESSION  ANALYSIS 
OF  LOG  OF  EXTENT  OF  PARTICIPATION  AMONG  PARTICIPATING  PEDIA- 
TRICIANS (N=629) 


Step  1 

Situational  Factors 

Variable 

.  b 

Beta 

F 

Age  -.004 

Place  of  Medical  Education  .534 

Board  certification  status  -.021 

Responsibility  of  society 

to  ensure  that  medical 

care  is  available  .215 

Nonphysician  personnel  costs  .0003 

Zip  code  area  per  capita 

income,  1970  -.0002 

Active  physicians  per 

100,000  county  population, 

1976  -.0009 

Estimate  of  proportion  of 
zip  code  area  population  on 
Medicaid,   1978  .115 

Size/type  of  community  .178 

Constant  2.375 

R^  =  .203 

F(9,   619)  =17.519 

"F-ratio     significant  at   .05  level 
"-F-ratio     significant  at   .01  level 
"""F-ratio     significant  at   .001  level 


037 
160 
008 


-.210 

-.087 

.249 
.087 


.967 
18.722** 
.046 


.069  3.536** 
,033  .656 


23.300** 

4.321** 

38.93** 
4.155** 
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TABLE  6. 8 --Step  2:   ORDINARY  LEAST  SQUARES  REGRESSION  ANALYSIS 
OF  LOG  OF  EXTENT  OF  PARTICIPATION  AMONG  PARTICIPATING  PEDIA- 
TRICIANS (N=629) 


Situational 

Step 
Factors  and 

2 

Economic  Incentives 

Variable 

b 

Beta 

F 

Age 

-.003 

-.028 

.561 

Place  of  medical 
education 

.570 

.170 

21.193** 

Board  certifica- 
tion status 

-.002 

-.001 

.001 

Responsibility  of 
society  to  ensure 
that  medical  care 
is  available 

.231 

.074 

4.133** 

Nonphysician  person- 
nel costs 

.0004 

.032 

.619 

Zip  code  area  per 
capita  income,  1970 

-.0002 

-.197 

20.437** 

Active  physicians 
per  100,000  county 
population,  1976 

-.0008 

-.078 

3.506** 

Estimate  of  propor- 
tion of  zip  code  area 
population  on  Medi- 
caid, 1978 

.125 

.272 

45.287** 

Size/type  of  com- 
munity 

.070 

.030 

.577 

State  Medicaid  reim- 
bursement for  a 
follow-up  office 
visit 

.066 

.109 

7.88^ 
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TABLE  6. 8 --Continued 


Situational 

Step  2 
Factors  and  Economic 

Incentives 

Variable 

b 

Beta 

F 

Percentage  of  time 
a  Medicaid  claim 
is  returned  to 
office  for  addi- 
tional work 

-.046 

-.023 

.383 

Elapsed  weeks  be- 
tween billing  and 
payment  of  Medi- 
caid claims 

-.153 

-.074            '  3 

.93** 

Minutes  spent 
completing  a 
Medicaid  claim 

.087 

.008 

.041 

Constant 

1.912 

=  .222 
F(13,  615)     =  13.493 

*F-ratio  significant  at   .05  level 
"*F-ratio  significant  at   .01  level 
"""F-ratio  significant  at   .001  level 


Since  these  variables  vary  by  state   (N=13)  rather  than 
by  pediatrician  (N=781) ,   the  significance  of  an  f-ratio  based 
upon  degrees  of  freedom  calculated  for  a  sample  size  of  781 
cases  would  overstate  their  significance.     Thus,  while  signifi- 
cance levels  are  not  provided  for  these  variables,   their  rela- 
tive magnitudes  are  accurately  reflected  by  the  standardized 
regression  coefficients. 
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not  address  the  role  of  professional  incentives.  Finally, 
Table  6.9  includes  the  situational,  economic-incentive,  and 
professional-incentive  variables. 

Before  turning  to  the  analysis,  we  note  that  adherence 
to  the  assumptions  that  underly  ordinary  least  squares  regres- 
sion required  the  transformation  of  three  of  the  four  economic 
incentive  variables: 

1.  Percent  of  time  a  Medicaid  claim  is  returned  to 
office  for  additional  work  (CLM) 

2.  Elapsed  weeks  between  billing  and  payment  of  Medi- 
caid claims  (WKS) 

3.  Minutes  spent  completing  a  Medicaid  claim  (MINS) . 
The  frequency  distributions  of  all  three  revealed  a  dispropor- 
tionately large  number  of  cases  with  small  values.  Since 
scatterplots  of  the  regressions  of  extent  of  participation  on 

these  variables  suggested  nonlinearity ,   logarithmic  transfor- 

2 

mations  were  used  to  approximate  a  linear  relationship. 
In  addition,  our  examination  of  the  scatterplots  of  the  re- 
siduals of  the  multiple  regressions  signaled  the  need  to  trans 
form  the  dependent  variable.     Since  it  has  only  positive  and 
predominantly  small  values,   a  logarithmic  transformation  of 
the  dependent  variable  improved  the  scatterplots  of  residuals. 
Since  this  transformation  changes  the  units  in  which  the  de- 
pendent variable  is  expressed,    the  incerpretation  of  the 
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TABLE  6.9--STEP  3:   ORDINARY  LEAST  SQUARES  REGRESSION  ANALYSIS  OF 
LOG  OF  EXTENT  OF  PARTICIPATION  AMONG  PARTICIPATING  PEDIATRI- 
CIANS (N=629) 


Step  3 

Situational  Factors,  Economic  Incen- 
tives, and  Professional  Incentives 


Variable 


Beta 


Age 

Place  of  medical 
education 

Board  certification 
status 

Responsibility  of  so- 
ciety to  ensure  that 
medical  care  is  avail- 
able 

Nonphysician  personnel 
costs 

Zip  code  area  per 
capita  income,  1970 

Active  physicians  per 
100,000  county  popula- 
tion, 1976 

Estimate  of  proportion 
of  zip  code  area  popu- 
lation on  Medicaid,  1978 

Size/type  of  community 

State  Medicaid  reim- 
bursement for  a  follow- 
up  office  visit 


-.004 
.544 
-.065 


.217 
.0004 
-.0002 

-.0009 

.090 
.128 

.066 


-.035 


163 


-.025 


.069 
.040 
-.233 

-.086 

.195 
.055 

.  110 


,91 


20.21** 


.47 


3 . 82** 
.98 
29 . 39** 

4.45** 

21. 73** 
2.02 

8.41^ 
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TABLE  6.9--Continued 


Step  3 

Situational  Factors ,  Economic  Incen- 
tives, and  Professional  Incentives 


Variable 


Beta 


Percentage  of  time  a 
Medicaid  claim  is  re- 
turned to  office  for 
additional  work 

Elapsed  weeks  between 
billing  and  payment  of 
Medicaid  claims 

Minutes  spent  com- 
pleting a  Medicaid 
claim 

Revised  Medicaid  Pro- 
gram Index,  1978 

Constant 


001 


.001 


-.181  -.088 


095 


014 


.000 


5.76*^ 


156 


095  .209  30.33' 

521 


R        =  26 
F(14,  614)      =  15^29 
*F-ratio  significant  at 
""F-ratio  significant  at 
""''F-ratio  significant  at 


,05  level 
01  level 
001  level 


Since  these  variables  vary  by  state  (N=13)  rather  than 
by  pediatrician  (N=781) ,  the  significance  of  an  f-ratio  based 
upon  degrees  of  freedom  calculated  for  a  sample  size  of  781 
cases  would  overstate  their  significance.     Thus,  while  signif- 
icance levels  are  not  provided  for  these  variables,  their 
relative  magnitudes  are  accurately  reflected  by  the  standard- 
ized regression  coefficients. 


-156- 


unstandardized  regression  coefficients  is  obscured.  Conse- 
quently the  regression  coefficients  are  reported  with  the 
summary  statistics  but  are  not  discussed. 

Table  6.7  makes  evident  the  substantial  contribution  of 
the  situational  variables  to  the  extent  of  participation  among 
participating  pediatricians :     20  percent  of  the  variance  in 
the  dependent  variable.     Among  the  personal  and  practice  charac- 
teristics of  the  physician  two  variables  appear  to  influence 
participation.     First,  foreign  medical  graduates  (FMG)  partici- 
pate in  Medicaid  to  a  greater  extent  than  non-FMGs .     This  result 
is  consistent  with  the  work  of  Sloan,  Cromwell,  and  Mitchell, 

who  also  found  that  FMGs  participated  to  a  greater  extent  than' 

3 

U.S.  trained  physicians.       Second,  physicians  who  agree  that 
society  has  a  responsibility  to  ensure  that  medical  care  is 
available  (SOC)  participate  to  a  greater  extent  than  their 
counterparts . 

Board-certification  status  and  age,  which  were  significant 
at  the  zero-order  level,  appear  to  have  had  no  effect  upon  ex- 
tent of  participation  when  the  effects  of  other  situational 
variables  were  controlled.     The  result  pertaining  to  age  does 
not  follow  that  of  Sloan  and  his  colleagues,  who  found  signifi- 
cantly  less  participation  among  physicians  over  60  years  of  age. 
An  interaction  term  created  to  identify  the  joint  effects  of 
age  (AGE)  and  attitudes  about  government's  role  in  ensuring 
access  to  care   (SOC)  was  not  significant  and  was  deleted  from 
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the  analysis.     Finally,  although  the  physician's  nonphysician 
personnel  costs  (SAL)  had  a  statistically  significant  zero- 
order  association  with  extent  of  participation,  this  relation- 
ship was  not  evident  in  the  regression  analysis.     Sloan  and 
his  associates  also  found  no  empirical  evidence  of  the  hypothe- 
sized effect  of  practice  costs  on  extent  of  participation . ^ 

All  four  service  area  characteristics  affected  extent  of 
participation  significantly.     The  standardized  regression 
coefficients  suggest  that  the  most  substantial  effect  was 
attributable  to  the  size  of  the  Medicaid  population  in  the 
physician's  service  area  (MEDPOP) .     This  finding  has  appeared 
consistently  in  other  empirical  studies  even  though  both  the 

low  income  population  and  the  service  area  have  been  defined 

6 

in  a  variety  of  ways.       Regardless  of  the  measure  employed, 
extent  of  participation  was  associated  strongly  with  the  size 
of  the  Medicaid  population  in  the  service  area.     The  per  capita 
income  in  the  pediatrician's  service  area  also  had  a  substantial 
effect.     As  hypothesized,  a  greater  degree  of  participation  is 
exhibited  by  pediatricians  practicing  in  service  areas  with 
lower  per  capita  income  (PERCAP) . 

Finally,  while  neither  the  measure  of  the  size  and  type 
of  community  (METRO),  nor  the  measure  of  the  number  of  physi- 
cians per  100,000  county  population  (MD)  was  significant  in 
the  zero-order  analysis,  both  attained  statistical  signifi- 
cance in  the  regression.     The  standardized  regression  coefficients 
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indicate  a  slightly  greater  degree  of  participation  among 

physicians  in  metropolitan  areas.     They  also  indicate  a  small 

inverse  association  between  extent  of  participation  and  the 

number  of  physicians  per  100,000  county  population.  The 

sign  of  the  latter  coefficient  contradicts  the  prediction  of 

the  two-market  theorists  who  posit  that  where  there  is  a  rich 

supply  of  physicians,  there  will  be  relatively  fewer  non- 

Medicaid  patients  per  physician  and,  therefore,  relatively 

more  Medicaid  patients.     Here,  however,  we  foxand  that  where 

physicians  were  relatively  more  plentiful,  each  was  likely  to 

7 

have  Medicaid  patients.     Held  and  Hadley    both  found  similar 

inverse  effects  from  the  supply  of  physicians,  and  Sloan, 

Mitchell  and  Cromwell  found  no  significant  effect  from  their 

8 

measure  of  physician  supply.       Finally,  an  interaction  term 
created  to  identify  the  joint  effects  of  the  supply  of  physi- 
cians (MDS)  and  the  size  and  type  of  community  (METRO)  was  not 
significant  and  was  deleted  from  the  analysis. 

What  were  the  effects  of  the  four  variables  measuring 
the  economic  incentives  facing  the  pediatricians?  First, 
Table  6,8  indicates  that  pediatricians  participated  in  Medi- 
caid to  a  greater  extent  in  states  with  more  generous  reim- 
bursement levels  for  the- Follow-Up  Office  Visit  (B=+.109). 

This  unsurprising  finding  follows  those  of  Hadley,  Held, 
9 

and  Sloan,     all  of  whom  found  statistically  significant  posi- 
tive effects  of  reimbursement   Level  upon  physician  participation 
in  Medicaid. 
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Index  (RMPI)  was  added  to  the  regression  in  the  third  step, 
the  explanatory  capacity  of  the  equation  increased  to  26 
percent  (Table  6.9).       The  standardized  regression  coeffi- 
cient, moreover,  was  relatively  large  (B  =  +.209).     The  sign 
of  the  coefficient  indicates  that  pediatricians  participated 
to  a  greater  extent  in  states  with  relatively  higher  RMPI 
scores,  although,  once  again,  the  effects  were  not  very 
large. 

Summary 

Although  85  percent  of  the  pediatrician  sample  reported 
participating  in  Medicaid,  they  varied  considerably  in  the 
proportion  of  their  patients  whose  care  was  financed  by 
Medicaid.     The  analysis  presented  in  this  chapter  asked  what 
were  associated  with  extent  of  participation  among  partici- 
pating pediatricians.     Multiple  regression  was  employed  to 
isolate  the  effects  of  various  situational  and  policy  factors 
on  participation. 

The  analyses  indicate  that  situational  factors  account 
for  much  of  the  variance  in  extent  of  Medicaid  participation. 
Characteristics  of  the  service  area  were  particularly  influen- 
tial.    Demand  in  both  the  Medicaid  and  non-Medicaid  markets 
and  the  supply  of  health  care  resources  each  exhibited  signifi 
cant  effects.     The  analyses  also  indicated  that  the  foreign 
medical  graduate,  able  to  command  fewer  patients  from  the 
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non-Medicaid  market,  tended  to  see  more  Medicaid  patients. 
One  other  personal  characteristic  --  the  physician's  attitude 
toward  society's  role  in  ensuring  access  to  care  --  influenced 
extent  of  participation  in  Medicaid. 

Both  the  economic  incentives  and  the  impact  of  profes- 
sional autonomy  in  state  Medicaid  policies  appear  to  affect 
extent  of  Medicaid  participation,  but  the  magnitude  of  the 
effects  did  not  appear  to  be  great.     In  states  that  offer 
higher  reimbursement  levels  and  pay  claims  more  quickly,  the 
extent  of  participation  among  participants  was  greater.  A 
greater  degree  of  participation  appears  to  have  been  fostered 
by  state  policies  that  minimized  interferences  with  the  exer- 
cise of  medical  judgment  and  the  ongoing  physician-patient 
relationship.     Finally,  physicians  practicing  in  states  with 
a  less  restrictive  overall  orientation  towards  Medicaid,  as 
measured  by  the  RMPI,  were  likely  to  participate  in  the  program 
to  a  greater  extent. 
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CHAPTER  7 
FULL  AND  LIMITED  PARTICIPANTS 

Previous  chapters  examined  two  participation  decisions: 
whether  to  participate  in  Medicaid  and,  for  participants,  how 
much  to  participate.     This  chapter  considers  another  question: 
Does  the  participating  physician  treat  all  Medicaid  patients 
or  only  some?    Here  we  are  looking  only  at  the  428  partici- 
pating pediatricians  who  said  they  accepted  all  new  non- 
Medicaid  patients  seeking  their  services  and  who,  we  reasoned, 
had  room  in  their  practices  to  accommodate  additional  Medi- 
caid patients  as  well.     Physicians  who  reported  accepting 
all  new  Medicaid  patients  were  classified  as  full  program 
participants;  others,  as  limited  participants. 

The  question  taken  up  in  this  chapter  is.  Why,  if  they 
had  room  for  additional  patients,  did  some  of  these  physi- 
cians choose  to  limit  their  Medicaid  participation?  The 
chapter  begins  with  descriptive  statistics  showing  the  dis- 
tribution of  full  and  limited  participation  in  the  sample. 
The  policy  and  situational  variables  outlined  in  Figure  7-1 
are  then  used  in  an  analysis  of  an  outcome  variable  that 
measures  full  and  limited  Medicaid  participation.  Finally, 
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Situational  Variables 

•  Personal  and  Practice  Characteristics 

•  Service  Area  Characteristics 


Policy 
Variables 


Economic 
Incentives 


Professional 
Autonomy 


Full  vs.  Limited 
Participation 


I 


FIGURE  7-1. --OUTLINE  OF  A  MODEL  OF  THE  FULL  VS. 
LIMITED  PARTICIPATION  DECISION 
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the  findings  of  the  analysis  and  their  implications  are 
discussed. 

Full  and  Limited  Participation:     Descriptive  Statistics 

We  found  that  26  percent  of  the  participating  pediatri- 
cians who  said  they  accepted  all  new  non-Medicaid  patients 
limited  their  acceptance  of  new  Medicaid  patients .     Thus , 
some  74  percent  of  this  group  participated  fully.  Table 
7.1  shows,  however,  that  the  results  varied  considerably  by 
state.     While  all  of  the  pediatricians  in  Massachusetts 
reported  full  participation,  only  32  percent  of  those  in 
Pennsylvania  did  so.     These  substantial  interstate  differences 
are  of  great  interest  because  they  raise  the  possibility 
that  aspects  of  a  state's  Medicaid  policy  may  have  a  signifi- 
cant effect  on  whether  a  physician  who  is  otherwise  willing 
to  see  new  patients  chooses  to  limit  acceptance  of  Medicaid 
patients. 

The  importance  of  the  decision  to  limit  one's  Medicaid 
participation  is  suggested  by  Table  7.2  which  shows  that  the 
extent  of  Medicaid  participation  in  each  of  the  states  was 
lower  for  limited  participants  than  for  full  participants . 
Moreover,  in  all  but  two  of  the  states  the  differences  were 
quite  substantial.     The  figures  give  reason  to  be  concerned, 
therefore,   that  physicians'   decisions  to  limit  their  Medicaid 
participation  restrict  access  of  Medicaid  patients  to  medical 
care.     Thus,   if  limited  participants  can  be  persuaded  to  be- 
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TABLE  7.1. --FULL  PARTICIPANTS  AMONG  PEDIATRICIANS 
ACCEPTING  ALL  NON-MEDICAID  PATIENTS     BY  STATE 

IN  PERCENT 


Pediatricians  Accepting 
All  Medicaid  Patients 
State  (Full  Participants) 


Massachusetts 

100% 

Nebraska 

94 

Colorado 

87 

Georgia 

85 

Oklahoma 

85 

Indiana 

80 

California 

78 

Iowa 

76 

Maryland 

68 

Texas 

61 

New  York 

60 

Tennessee 

59 

Pennsylvania 

32 
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TABLE  7. 2. --EXTENT  OF  PARTICIPATION  AMONG  FULL  AND 
LIMITED  PARTICIPANTS,   BY  STATE 
(N=428) 


Average  Proportion  Average  Proportion 

of  Patients  Covered  of  Patients  Covered 

by  Medicaid  --  by  Medicaid  -- 

Full  Participants  Limited  Participants 


California 

42 . 1 

21 . 3 

Colorado 

17.4 

2.8 

Georgia 

26.7 

4.5 

Indiana 

21.3 

12.4 

Iowa 

21.1 

11.4 

Maryland 

13.6 

3.9 

Massachusetts 

20.7 

Nebraska 

20.8 

6.0 

New  York 

21.9 

13.9 

Oklahoma 

19.4 

15.0 

Pennsylvania 

23.7 

10.7 

Tennessee 

10.9 

10.5 

Texas 

23.7 

8.8 
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come  full  participants,  a  significant  increase  in  access 
to  less  expensive,  more  appropriate  office-based  care  may 
follow. 

Full  and  Limited  Participants:  Differentiating 

Characteristics 

In  this  section  we  present  the  results  of  a  multivari- 
ate analysis  of  full  and  limited  participation.     The  analysis 
asked  the  question:     Which  pediatricians  participated  fully 
in  Medicaid  and  how  did  they  differ  from  limited  participants? 
Discriminant  analysis  was  the  statistical  technique  used  to 
answer  it. 

The  factors  expected  to  differentiate  full  and  limited 
participants  were  discussed  in  earlier  chapters.  These 
factors,  which  included  policy  and  situational  variables, 
are  summarized  in  Table  7.3.     The  right  hand  column  indicates 
the  direction  of  the  effect  which  the  theoretical  framework 
and  hypotheses  discussed  earlier  led  us  to  expect. 

Means  and  standard  deviations  for  the  full-  and  limited- 
participant  groups  on  the  continuous  variables  are  presented 
in  Table  7.4.     Where  the  variables  are  dichotoraous ,   the  table 
presents  the  proportion  of  each  of  the  two  groups  in  the  refer 
ence  category.     With  the  group  means  and  proportions  we  are 
able  to  describe  the  basic  differences  between  the  two  groups 
before  the  effects  of  intercorrelations  are  taken  into  account 
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TABLE  7.3. --VARIABLES  ENTERED  INTO  DESCRIMINANT 
ANALYSIS  OF  FULL  AND  LIMITED  PARTICIPANTS 


Variable  (Short  Name)  Predicted  Direction 

of  Effect 


Situational  Variables 

A.     Personal  and  Practice 
Characteristics 

Age  (_) 

Place  of  medical 

education^  (+) 


Board  certification 
status^ 


Size/ type  of  community' 


(-) 


Responsibility  of  society 
to  ensure  that  medical 

care  is  available^  (+) 
Nonphysician  personnel 

costs  (_) 
B.     Service  Area  Characteristics 
Zip  Code  area  per  capita 

income,   1970  '  (-) 

Active  physicians  per 
100,000  county  popula- 
tion,  1976  (+) 

Estimate  of  proportion 
of  zip  code  area  popula- 
tion on  Medicaid,  1978 


(+) 
(+) 
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TABLE  7. 3. --Continued 


Variable  Predicted  Direction 

of  Effect 

II.     Policy  Variables 

A.  Economic  Incentives 

State  Medicaid  reimburse- 
ment for  a  Follow-up 
Office  Visit 

Percent  of  time  a  Medicaid 

claim  is  returned  to  office 

for  additional  work  (_) 

Elapsed  weeks  between 
billing  and  pajnuent  of 

Medicaid  claim  (_) 

Minutes  spent  completing  a 

Medicaid  claim  (_) 

B.  Professional  Incentives 

Revised  Medicaid  Program 

Index,  1978  (+) 


The  four  nominal  variables  are  coded  as  dummy  variables 
assuming  the  value  of  one.  respectively,   if  the  physician  is 
a_ graduate  of  a  foreign  medical  school,  board-certified,  agrees 
with  the  attitudinal  statement,  and  practices  in  a  metropolitan 
community.  ^ 
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Only  very  minor  differences  in  personal  character- 
istics appeared  between  full  and  limited  participants. 
However,  in  the  area  of  practice  characteristics,  full 
participants  had  considerably  lower  nonphysician  person- 
nel costs  than  limited  participants. 

Among  the  service  area  characteristics,  as  we  would 
expect,  full  participants  tended  to  practice  in  lower  in- 
come areas  with  greater  proportions  of  Medicaid  eligibles . 
Further,  their  communities  tended  to  have  fewer  physicians: 
173  per  100,000  county  population  for  full  participants 
compared  to  180  per  100,000  county  population  for  limited 
participants.     Finally,  while  we  expected  limited  partici- 
pants to  practice  in  areas  with  fewer  physicians  and  to 
practice  less  often  in  metropolitan  areas,  the  converse 
appears  to  be  true,  at  least  at  the  level  of  zero-order 
relationships.     The  findings  for  limited  participants 
here  are  very  similar  to  those  reported  earlier  for  non- 
participants  . 

Looking  at  the  policy  variables,  we  see  that  full 
participants  receive  relatively  greater  reimbursement  from 
Medicaid  than  their  limiting  counterparts:     $9.89  as  com- 
pared with  $9.06.     In  addition,  full  participants  reported 
being  paid  more  quic.kly  by  Medicaid  than  limited  partici- 
pants.    Finally,   the  professional  incentives  facing  full 
participants  were  somewhat  more  favorable  than  those  facing 
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TABLE  7.4. --FULL  PARTICIPANTS  AND  LIMITED 
PARTICIPANTS:     GROUP  MEANS^ 


Group  Means 


Full 
Participants 
(N=317) 


Situational  Variables 


A.  Personal  and  Practice 
Characteristics 

Age 

Place  of  medical  education 
Board  certification  status 
Responsibility  of  society 

to  ensure  access 
Nonphysician  personnel 

costs 

B.  Service  Area  Characteristics 

Zip  code  area  per 
capita  income,  1970 

Active  physicians  per 
100,000  county  pop., 
1976 

Estimate  of  proportion  of 
zip  code  area  pop.  on 
Medicaid,  1978 

Size/type  of  community 


47.14 
.16^ 
.74^ 

.86^ 

865.56 


3601.38 


172.95 


3.18 
.48^ 


Limited 
Participants 
(N=lll) 


46.84 
.14^ 
.74^ 

.83^ 

913.81 


3874.98 

179.94 

2.48 
.59' 


II.     Policy  Variables 

A.     Economic  Incentives 

State  Medicaid  reimburse- 
ment for  a  follow- 
office  visit 

Percent  of  time  a  Medicaid 
claim  is  returned  to 
office  for  additional 
work 


9.89 


1.95 


9.06 


1.97 
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TABLE  7.4. --Continued 


Group  Means 


Full  Limited 
Participants  Participants 
(N=317)  (N=lll) 


II.     Policy  Variables  (cont'd) 


Elapsed  weeks  between 
billing  and  payment 

of  Medicaid  claims  1.78  1.96 

Minutes  spent  complet- 
ing a  Medicaid  claim  1.68  1.61 

B.     Professional  Incentives 


Revised  Medicaid  Program 

Index,  1978  17.60  16.47 


Notes 

^  The  means  of  the  dichotomous  variables  equal  the  proportions 
of  the  population  assigned  a  value  of  one  (rather  than  zero) . 
The  dichotomous  variables  are  defined  as  follows:     "place  of 
medical  education"  equals  one  if  the  doctor  was  an  FMG  and  zero 
if  he  was  a  USMG;  "board  certification  status"  equals  one  if  the 
doctor  was  board  certified  and  zero  if  he  was  not;  "responsibility 
of  society  to  ensure  access"  equals  one  if  the  doctor  agreed  that 
society  had  responsibility  to  ensure  that  poor  people  had  access 
to  medical  care  and  zero  if  he  disagreed  or  was  undecided;  and 
"size/ type  of  community"  equals  one  if  the  doctor  practiced  in 
a  metropolitan  area  and  zero  if  he  practiced  in  a  nonmetropoli- 
tan  area. 
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limited  participants;  full  participants  tend  to  practice 
in  states  with  a  higher  Revised  Medicaid  Program  Index 
score. 

This  review  of  the  group  means  and  proportions  suggests 
that  full  and  limited  participants  differ  in  important  ways. 
Since  many  of  these  characteristics  may  be  interrelated,  a 
simple  comparison  of  group  means  is  not  an  adequate  repre- 
sentation of  the  results.     To  the  extent  that  full  and 
limited  participants  differ,  it  should  be  possible  to  dis- 
tinguish between  the  two  groups  statistically  using  multi- 
variate discriminant  analysis. 

Discriminant  Analysis:     Results  for  Full 
and  Limited  Participants" 

We  entered  the  variables  in  the  discriminant  analysis 
in  three  steps  in  order  to  examine  in  succession  the  con- 
tributions of  situational  factors  and  policy  factors  to 
differentiating  between  full  and  limited  participants.  We 
considered  the  situational  variables  first  because  they  are 
logically  prior  to  the  policy  variables.     That  is,  they 
exist  regardless  of  the  characteristics  of  the  Medicaid 
policy  environment  in  which  the  physician  practices.  In 
the  second  and  third  steps  we  examined  the  effects  of  eco- 
nomics and  professional  incentives.     The  three  steps  are 
reflected  in  Table  7.5,  which  summarizes  the  results  of 
the  discriminant  analysis. 


TABLE  7.5 


Standardized  Discriminant  Function  Coefficients 
for  Full  vs.  Limited  Participants 
(N=428) 


u  xs  cr  xiiixnaiiu  r  unc  l  xun 

jj J.O crumnan L.  r unc l xun 

uxscr  xinxnanu  r  unc  l  xon 

o tep  i 

b  tep  Z 

btep  J 

Sltuat ional  Factors 

Situational  Factors 

Situational  Factors 

T7/^  nn  rwn  to  TTir*0'nf"'i'TTOC 
l-(CLfliUlUXC     xlLCeii  L  X  V 

j-jCuiiuiuxc   xiiceiiL  x  veo 

Var  iable 

Prof es s ional  Incent ives 

Age 

T,  U  1  7 

•  UZo 

n9R 
—  •  uzo 

1  j.acc  01  rieaiCai  iLuucdLion 

T  •  i  OH 

4-    1  9A 

DU3ru    L't^rLXLlCciLJ.UIl  OLdLUs 

+  110 

t    m  L  X.\J 

4-  OAl 

Ke s pons  1 D 11 1 ty  or  oociety  uo  cusulb  Access 

4-    1  ft? 

4-  1  no 

-  087*** 

-  6*^6*** 

-  SSI*** 

Zip  Code  Area  per  Capita  Income,  1970 

-.013 

+  .099 

-.021 

Active  pnysicians  per  iuu,uuu,  i^o.  rop.,  ly/o 

T  •  J  /  1 

4-   9  7Q 

4-    9  9 

Estimate  of  Proportion  of  Zip  Code  Area 

pop.  on  Medicaid,  iy/o 

1    o  rv  1 

Size/Type  of  Community 

-.393* 

-.544* 

-.480*** 

State  Medicaid  reimbursement  -  Follow- Up 

Office  Visit 

+.652*** 

+.613*** 

Percent  of  time  a  Medicaid  claim  is  returned 

to  Office 

-.047 

+  .015 

Elapsed  weeks  between  billing  and  payment 

of  Medicaid  claims 

-.333** 

-.362**  , 

Minutes  spent  completing  a  Medicaid  claim 

+  .218 

+  .186 

Revised  Medicaid  Program  Index,  1978 

+.501*** 

Wilks'  lambda 

.93 

.86 

.83 

*F-ratio  significant  at  .05  level 
**F-ratio  significant  at  .01  level 
**'K-ratio  significant  at  .001  level 
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In  the  first  step  three  statistically  significant 
coefficients  emerged.     None  of  the  physician's  personal 
characteristics  were  statistically  significant;  these 
variables,  therefore,  were  not  useful  in  discriminating 
between  the  two  groups.     However,  a  highly  significant 
coefficient  emerged  for  the  nonphysician  personnel  costs, 
indicating  that  full  participants  had  significantly  lower 
practice  costs  than  limited  participants.     In  addition. 
Step  1  revealed  that  full  participants  tended  to  practice 
in  areas  with  a  larger  Medicaid-eligible  population  and 
in  nonmetropolitan  areas.     Overall,  the  function  presented 
in  the  first  column  of  Table  7.5  yielded  a  Wilks '  lambda 
of  .93;  and  the  square  of  the  canonical  correlation  in- 
dicated that  the  function  explained  7  percent  of  the  vari- 
ance between  the  groups . 

When  the  effects  of  economic  incentives  were  taken 
into  account  in  the  second  step,  the  differentiating  ca- 
pacity of  the  function  was  improved,  and  the  function  ex- 
plained 14  percent  of  the  variance  between  the  groups . 
The  variable  measuring  the  states'  average  Medicaid  reim- 
bursement for  the  follow-up  office  visit  was  highly  signifi- 
cant and  indicated,  as  we  predicted,  that  the  full 
participant  received  a  relatively  higher  state  Medicaid 
reimbursement  than  the  limited  participant.     In  addition, 
the  full  participant  received  reimbursement  in  a  signifi- 
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cantly  shorter  time  than  does  the  limited  participant. 

When  the  effect  of  professional  incentives  was  taken 
into  account  in  the  third  step,  the  discriminating  capacity 
of  the  function  was  still  further  improved.     Wilks '  lambda 
fell  to  .83,  and  the  function  explained  17  percent  of  the 
variance  between  the  two  groups.     The  direction  of  the 
standardized  discriminant  function  coefficient  for  the 
Revised  Medicaid  Program  Index  (RMPI)  was  positive,  in- 
dicating that  full  participants  were  more  likely  to 
practice  in  states  with  relatively  high  RMPI  scores.  Final- 
ly, the  addition  of  this  variable  caused  the  influence  of 
the  size  of  the  Medicaid-eligible  population  to  decline 
considerably. 

Discussion 

The  analysis  just  presented  addressed  the  differences 
between  full  and  limited  Medicaid  participants.     What  factors 
led  physicians  to  decide  to  limit  their  Medicaid  participa- 
tion even  though  they  have  room  in  their  practices  for 
additional  patients?    What  was  the  relative  influence  of 
situational  and  policy  factors  in  this  decision?  The 
analysis  suggests  very  clearly  that  personal  factors  did 
not  influence  a  physician's  decision  as  to  full  or  limited 
participation.     Whereas  older  and  less  liberal  physicians 
were  shown  earlier  to  tend  towards  nonparticipation,  these 
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ctors  of  age  and  attitude  did  not  affect  the  decision  to 
mit  participation.     Similarly,  while  the  foreign  medical 
■aduate  and  the  more  liberal  physician  tended  to  have 
gher  proportions  of  Medicaid  patients  in  their  practices, 
lere  was  no  evidence  that  these  factors  affected  the  decision 
)  accept  all  new  Medicaid    patients.     This  lack  of  influence 
ztributable  to  personal  characteristics  is  notable  because 
:  suggests  that  the  decision  may  be  a  function  of  relatively 
)re  mutable  factors,  including  those  in  the  policy  environ- 
mt. 

Another  important  factor  highlighted  by  the  analysis 
IS  the  significant  influence  of  personnel  costs  on  the 
icision  to  limit  one's  Medicaid  patients.     This  factor 
is  shown  to  have  no  influence  on  the  decision  to  partici- 
ite  or  on  the  extent  of  participation.     However,  in  this 
lalysis  higher  practice  costs  were  associated  with  limited 
irticipation,  and  we  can  infer,  as  do  Sloan  and  his  col- 
iagues  that  "Inflation  in  wages  of  types  of  personnel 
iployed  by  physicians,  not  offset  by  increases  in  Medicaid 
;e  schedules,  would  lead  to  a  substantial  decline  in 
lysician  involvement  in  Medicaid."''"    Our  analysis  strongly 
iggests  that  this  decline  in  involvement  would  arise  as 
result  of  a  conscious  decision  to  limit  acceptance  of 
idicaid  patients. 
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The  influence  of  service  area  characteristics  in 
this  analysis  was  quite  minimal.     Whereas  many  service 
area  characteristics  were  shown  to  influence  the  extent 
of  one's  Medicaid  participation,  when  we  controlled  for 
other  factors,  we  found  that  only  the  size/type  of  com- 
mionity  influenced  whether  a  physician  participated  fully. 
Moreover,  while  we  had  expected  physicians  in  metropolitan 
areas  to  be  more  likely  to  participate  fully,  it  seems 
that  the  converse  was  true.     Physicians  in  metropolitan 
areas  were  more  likely  to  limit  their  Medicaid  participa- 
tion, perhaps  because  of  the  greater  availability  of  resources, 
like  hospital  outpatient  departments  and  clinics.  Physicians 
in  nonmetropolitan  areas,  on  the  other  hand,  appeared  less 
likely  to  impose  limits  on  their  program  participation,  per- 
haps because  the  low  income  population  there  had  fewer  al- 
ternative sites  of  care  available  to  them. 

The  analysis  indicates  most  clearly,  however,  that 
major  differences  can  be  found  in  the  Medicaid  policy  environ- 
ments of  full  and  limited  participants.     The  explained  vari- 
ance more  than  doubled  when  the  effects  of  economic  and 
professional  incentives  were  taken  into  account.     The  analy- 
sis suggests,   then,   that  physician  decisions  to  limit  their 
Medicaid  participation  were  very  much  conditioned  by  aspects 
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of  policy.     Low  reimbursement,  delayed  payment,  and  encroach- 
ments upon  professional  autonomy  all  seemed  to  foster  limita- 
tions on  participation.     Fortunately,  since  these  factors 
are  subject  to  manipulation  by  policymakers,  they  also  suggest 
steps  available  to  state  officials  to  increase  full  partici- 
pation on  the  part  of  program  participants. 


-181- 


FOOTNOTES 


1.     Frank  Sloan,  Jerry  Cromwell,  and  Janet  Mitchell, 
Physician  Participation  in  State  Medicaid  Programs,"  The 
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FACTORS  AFFECTING  EXTENT  OF  MEDICAID  PARTICIPATION  AMONG 
METROPOLITAN  AND  NONMETROPOLITAN  PEDIATRICIANS 

Introduction 

Prior  chapters  have  examined  the  extent  of  participation 
among  pediatricians  who  participate  in  Medicaid.     It  was 
noted  that  there  was  a  slightly  greater  extent  of  partici- 
pation among  pediatricians  practicing  in  metropolitan  areas. 
This  chapter  examines  differences  between  metropolitan  and 
nonmetropolitan  pediatricians  in  the  determinants  of  their 
participation  in  Medicaid.     The  chapter  asks,  What  are  the 
factors  that  are  associated  with  extent  of  participation 
among  metropolitan  and  nonmetropolitan  participating  pedia- 
tricians and  how  do  these  factors  differ  for  the  two  groups? 
The  chapter  will  begin  with  a  presentation  of  descriptive 
statistics  and  then  the  hypotheses  established  in  Chapter  4 
will  be  tested.     Finally,  the  findings  of  the  analysis  will 
be  discussed. 

Extent  of  Participation:     Descriptive  Statistics 
Before  turning, to  a  discussion  of  the  multiple  regression 
analysis  it  is  useful  to  examine  descriptive  statistics  per- 
taining to  extent  of  participation  among  metropolitan  and  non- 
metropolitan  pediatricians.     As  noted  earlier,   the  mean  extent 
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of  participation  is  15.7  percent  for  the  sample  as  a  whole. 
We  note  here,  however,  that  the  mean  extent  of  participation 
in  metropolitan  areas  is  16.42  percent,  while  in  nonmetro- 
politan  areas  it  is  14.87  percent.     Thus,  on  average,  pedia- 
tricians in  metropolitan  areas  participate  somewhat  more 
than  those  in  nonmetropolitan  areas. 

Extent  of  Participation  in  Metropolitan  Areas: 
Multiple  Regression  Analysis" 

In  this  section  the  results  of  a  multiple  regression 
analysis  of  extent  of  participation  among  participants  in 
metropolitan  areas  are  presented.     The  analysis  asks  the 
following:     What  are  the  factors  that  are  associated  with 
extent  of  participation  among  participating  pediatricians  in 
metropolitan  areas?    Ordinary  least  squares  multiple  regres- 
sion is  the  statistical  technique  used  to  address  this  ques- 
tion.    Factors  that  are  expected  to  affect  extent  of  partici- 
pation were  discussed  in  detail  in  Chapter  4.     The  factors, 
which  include  situational  and  policy  variables,  are  summarized 
in  Table  8.1.     The  right  hand  column  indicates  the  direction 
of  the  effect  that  is  expected  given  the  theoretical  frame- 
work presented  earlier. 

Before  turning  to  the  regression  analysis,   it  is  useful 
to  review  the  zero-order  relationships  between  the  policy  and 
situational  variables  and  the  outcome  variable.     Since  three 
of  the  situational  variables  are  categorical  variables,  analy- 
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TABLE  8.1. --VARIABLES  ENTERED  INTO  REGRESSION  ANALYSIS  OF 
EXTENT  OF  PARTICIPATION  IN  METROPOLITAN  AREAS 


Variable 


Situational  Variables 

A.     Personal  and  Practice  Characteristics 
Age 

Place  of  medical  education^ 
Board  certification  status^ 


Predicted  Direction 
of  Effect 


Responsibility  of  society  to 
ensure  that  medical  care  is 
available^ 

Nonphysician  personnel  costs 

Service  Area  Characteristics 

Zip  code  area  per  capita 
income,  1970 

Active  physicians  per  100,000 
county  population,  1976 

Estimate  of  proportion  of  zip 
code  area  population  on 
Medicaid,  1978 


(- 
(  + 
(- 

(+ 
(- 

(- 
(  + 
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TABLE  8.1- -Continued 


.  ,  ,  Predicted  Direction 

Variable  of  Effect 


II.  Policy  Variables 

A.     Economic  Incentives 

■  State  Medicaid  reimbursement 
for  a  follow-up  office  visit  (+) 


Percent  of  time  a  Medicaid  claim 
is  returned  to  office  for 
additional  work 


(-) 


Elapsed  weeks  between  billing 

and  payment  of  Medicaid  claims  (-) 
Minutes  spent  completing  a 

Medicaid  claim  (-) 

B.     Professional  Incentives 

Revised  Medicaid  Program 
,    Index,   1978  (+) 


an 


The  three  nominal  variables  are  coded  as  dummy  variables 
assiiming  the  value  of  one,  respectively,   if  the  physician  is  a 
graduate  of  a  foreign  medical  school,   is  board-certified,  and 
agrees  with  the  attitudinal  statement. 
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sis  of  variance  was  used  to  examine  their  association  with 
extent  of  participation.     The  results  of  these  analyses  of 
variance  are  presented  in  Table  8.2.     The  table  indicates 
that,  as  predicted,  extent  of  participation  among  metropolitan 
pediatricians  is  considerably  greater  among  foreign  medical 
graduates  (38.7  percent)  than  among  U.S.  medical  graduates 
(14.6  percent).     It  should  be  recalled  from  Chapter  6  that  the 
extent  of  participation  in  Medicaid  among  foreign  medical  gradu 
ates  was  29.8  percent.     Thus,  we  see  that  foreign  medical  gradu 
ates  in  metropolitan  areas  are  participating  to  a  far  greater 
extent  than  the  mean  for  their  group. 

Table  8.2  also  indicates  a  greater  extent  of  participa- 
tion in  metropolitan  areas  among  pediatricians  who  are  not 
board-certified.     The  board-certified  pediatrician  in  metro- 
politan areas  has  a  16  percent  Medicaid  practice,  while  the 
non-board-certified  pediatrician  has  a  21  percent  Medicaid 
practice.     Finally,   the  metropolitan  pediatrician  agreeing 
with  the  responsibility  of  society  in  ensuring  access  to  care 
participates  to  a  greater  extent  than  his/her  disagreeing 
counterpart . 

Table  8.3  presents  the  zero-order  correlations  of  the  con- 
tinuous situational  and  policy  variables  with  extent  of  partici 
pation  by  metropolit'an  pediatricians.     Among  the  physician's 
personal  characteristics  we  observe  no  statistically  signifi- 
cant relationship  between  age  and  extent  of  participation  among 
metropolitan  physicians.     In  the  area  of  practice  character- 
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TABLE  8.2. --DIFFERENCES  IN  EXTENT  OF  PARTICIPATION  BY 
METROPOLITAN  PEDIATRICIANS:     ANALYSES  OF  VARIANCE 

(N=670) 


Average  Percentage 
of  Patients  Covered 
by  Medicaid  for 

Participating  Pedia- •  Number  of 
tricians  in  Each  Responding 
  Category  S.D.  Pediatricians 

Place  of  medical 
education 


USMG  14.58  16.81  314 

FMG  and  USFMG  38.71  26.44  38 


Board  certifi- 
cation status 


p  =  .001 


Not  board  cer- 
tified 20.53  22.02  98 
Board  certified            15.90.                     18.39  254 

p  =  .05 

Responsibility  of 
society  to  ensure 
that  medical  care 
is  available 

Disagree  14.77  18.93  56 

Agree  17.65         -  19.66  296 

p  =  .003 
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rABLE  8. 3. --SUMR/VRY  OF  CORRELATES  OF  EXTENT  OF  MEDICAID  ' 
^TICIPATION  AMONG  PARTICIPATING  METROPOLITAN  PEDIATRICIANS 


Pearson  Correlation  with 
the  Percentage  of  the  Par- 
ticipating Pediatrician's 
riable  Patients  Covered  by  Medicaid 


e  -.070 

p=.100 

nphysician  personnel  costs  +.199 

p=.001 

p  code  area  per 

pita  income,  1970  -.214 

p=.001 

tive  physicians  per 
0,000  county  popu- 

tion,  1976  -.003 

p=.479 

timate  of  proportion 
zip  code  area  popu- 
tion  on  Medicaid,  1978  +.302 

p=.001 

ate  Medicaid  reimbursement 

r  a  follow-up  office  visit  +.082 

p= . 063 

rcent  of  time  a  Medicaid 
aim  is  returned  to  office 

r  additional  work  -.023 

p= .336 

apsed  weeks  between 
lling  and  payment  of 

dicaid  claims  -.090 

p= .050 

nutes  spent  completing 

Medicaid  claim  +.006 

p=.455 

PI,   1978  +.295 

p=  .001 
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ve  observe  a  significant  positive  association  between 
caid  participation  and  nonphysician  personnel  costs.  Thxs 
.iation  would  not  have  been  expected  on  the  basis  of  the 
,,etical  framework.     It  appears,  at  least  at  the  .ero-order 
.1    that  higher  nonphysician  personnel  costs  are  associated 
h  .ore  rather  than  less  Medicaid  participation  a.ong  metro- 
itan  pediatricians,    finally,  while  the  supply  of  physic  ans 
not  associated  with  e.tent  of  participation  In  .etropolrt  n 

i„  rhe  service  area  and  estimated 
■as,  both  per  capita  income  in  the  servic 

of  the  Medlcald-ellglble  population  assume  the  predicted 
soclatlons  with  extent  of  participation. 

only  one  of  the  four  economic  Incentive  variables  has  a 
atlstlcally  significant  association  with  extent  of  partici- 
,,on.    Table  S.3  indicates  that  the  elapsed  wee.s  between 
.Uing  and  payment  of  Medicaid  claims  has  a  small  Inverse 
.iation  With  participation.    Thus,  while  amount  of  payment, 
needed  to  complete  claims,  and  claims  returned  for  add  - 
ional  wor.  are  not  associated  with  participation,  delays 
ayment  do  appear  to  be  associated  with  less  participation^ 

.inally.  Table  8.3  indicates  that  the  measure  of  profes- 
,.„al  incentives  is  statistically  significant  at  the  .ero 
,,.er  level.    The  sign  of  the  coefficient  Indicates  that  a 
L,Her  state  program  index  score  is  positively  associated  with 

extent  of  participation.  ,,,,l3Ucs  for  the  mul 

Tables  8.4-8.7  present  the  s-omnary  statistics 

,      •  Table  3  4  presents  the  means  and 

tiple  regression  analysis.  Table  P 
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TABLE  8.4. --MEANS  AND  STANDARD  DEVIATIONS:  PARTICIPATING 
METROPOLITAN  PEDIATRICIANS  (N=352) 


Variable  Mean^  Standard 

Deviation 


Age 

48 

.48 

11 

.82  . 

Place  of  medical  education^ 

;11 

.31 

Board  certification  status^ 

.72 

.45 

Responsibility  of  society  to 
ensure  that  medical  care  is 
available^ 

.84 

.37 

Nonphysician  personnel  costs 

883 

.48 

107 

.52 

Zip  code  area  per  capita 
income,  1970 

3845 

.03 

1202 

.96 

Estimate  of  proportion  of 
zip  code  area  population 
on  Medicaid,  1978 

3 

.01 

2 

.87 

Active  physicians  per 
100,000  county  population, 
1976 

205 

.76 

115 

.81 

State  Medicaid  reimbursement 
for  a  follow-up  office  visit 

10 

.23 

1 

.78 

Percent  time  a  Medicaid 
claim  is  returned  to  office 
for  additional  work 

1 

.96 

.58 

Elapsed  weeks  between  billing 
and  payment  of  Medicaid  claims 

1 

.  75 

.56 

Minutes  spent  completing 
a  Medicaid  claim 

1, 

.  72 

.49 

Revised  Medicaid  Program 
Index,  1978 

16, 

.89 

2 

.36 

a 

Where  the  variable   is  dichotomous   the  number  reported  is 
the  proportion  of  cases    in  the  reference  category  of  the  dummy 
variable. 
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LE  8.5.- STEP  1:     ORDINARY  LEAST  SQUARES  REGRESSION  ANALYSIS 
LOG  OF  EXTENT  OF  PARTICIPATION  AMONG  PARTICIPATING  PEDIA- 
TRICIANS (N=629) 


Step  1 
Situational 

Factors 

able 

b 

Beta 

F 

«  .001 

-.001 

.000 

ce  of  medical  education 

.897 

.234 

21 .601*** 

rd  certification  status 

-  .007 

-.003 

.003 

ponsibility  of  society 
ensure  that  medical 
e  is  available 

.133 

.041 

.700 

physician  personnel  costs 

.001 

.077 

1 .996* 

code  area  per  capita 
ome  1970 

-  nm 

m    \J  \J  X. 

•  X  Vj  o 

Q  770*** 

ive  physicians  per 
,000  county  population, 
6 

-.001 

-.124 

4.955*** 

imate  of  proportion  of 
code  area  population  on 
icaid,  1978 

.08  5 

.205 

13.97*** 

stant 

1.922 

r2  =  .197 
,   343)   =  10.49 

F-ratio  significant  at  .05  level 
F-ratio  significant  at  .01  level 
F-ratio  significant  at   .001  level 
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TABLE  8. 6. -Step  2:     ORDINARY  LEAST  SQUARES  REGRESSION  ANALYSIS 
OF  LOG  OF  EXTENT  OF  PARTICIPATION  AMONG  PARTICIPATING  PEDIA- 
TRICIANS (N=352) 


Situational 

Factors  and 

Economic  Incentives 

Variable 

Rpt  a 

Age 

-  .  001 

-  .012 

.051 

Place  of  medical 
educat  ion 

+  .914 

+  .238 

22  . 439*** 

Board  certification 
status 

-  .  001 

-  .000 

.000  . 

Responsibility  of 
society  to  ensure 
that  medical  care 
is  available 

+  .119 

+  .037 

.554 

Nonphysician  person- 
nel costs 

.001 

+  .067 

1.457 

7  i  v\   porlp    arpa  npr 

Li  X  LJ       \^  \J  \X  \^       Cll^CX       LJ  \^  I 

capita  income,  1970 

-  .001 

-.145 

6.159*** 

Active  physicians 
ner  100  000  countv 
population,  1976 

-  .001 

+  .122 

4.667*** 

Estimate  of  proportion 
of  zip  code  area  popu- 
lation on  Medicaid,  1978 

+  .101 

+  .243 

19.278*** 

State  Medicaid  reim- 
bursement for  a  follow 
up  office  visit 

+  .073 

+  .109 

4  .653*** 

Percentage  of  time  a 
Medicaid  claim  is 
returned  to  office  for 
additional  work 

+  .  007 

+  .  004 

0  .005 
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TABLE  8.6. --Continued 


Situational 

Step  2 
Factors  and 

Economic 

Incentives 

Variable 

b 

Beta 

F 

Elapsed  weeks  be- 
tween billing  and  pay- 
ment o£  Medicaid  claim 

-.271 

.-  .128 

6. 

543*** 

Minutes  spent  complet- 
ing a  Medicaid  claim 

+  .046 

+  .019 

0. 

140 

* 

Constant 

1.59 

r2     =       .2  27 
FC12,   339)     =  8!312 

*F  ratio  significant  at  .05  level 

**F  ratio  significant  at  .01  level 

***F  ratio  significant  at   .001  level 
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fSi^.^^-'^^^P  ^-  ORDINARY  LEAST  SQUARES  REGRESSION  ANALYSIS  OF 
LOG  OF  EXTENT  OF  PARTICIPATION  AMONG  PARTICIPATING  PEDIATRI- 

CIANS  (N=629) 


Situational 
tives,  and 

Step  3 

Factors,  Economic  Incen- 
Professional  Incentives 

Variable 

b 

Beta 

F 

Age 

- .  002 

-  .021 

0.175 

Place  of  medical 
education 

♦  .818 

+  .213 

18.573*** 

Board  certifi- 
cation status 

-  .034 

-.013 

0.070 

Responsibility  of  society 
to  ensure  that  medical 
care  is  available 

Nonphysician  person- 
nel costs 

Zip  code  area  per 
capita  income,  1970 

Active  physicians  per 
100,000  county  popula- 
tion, 1976 

Estimate  of  proportion 
of  zip  code  area  popu- 
lation on  Medicaid,  1978 

State  Medicaid  reimburse- 
ment for  a  follow-up 
office  visit 

Percentage  of  time  a 
Medicaid  claim  is  re- * 
turned  to  office  for  • 
additional  work 


+.084  +.026 
+.001  +.001 


0  .289 


0.855 

001         -.184  10.203*** 


001  -.103 


+.070  +.169 


+.065  +.097 


3.432*** 


8.817*** 


3 .881*** 


+.101  +.049 


0.  987 
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TABLE  8.7. -Continued 


Situational 
tives,  and 

Step  3 

Factors,  Economic  Incen- 
Professional  Incentives 

Variable 

b 

Beta  F 

Elapsed  weeks  between 
billing  and  payment 
of  Medicaid  claim 

-  .280 

-.132  7.316*** 

Minutes  spent  com- 
pleting a  Medicaid 
claim 

+  .089 

+.037  0.548 

Revised  Medicaid  Pro- 
gram Index,  1978  +.109        +.217  17.898*** 


Constant  +.046 


r2     =  .266 
F(13,   338)     =  9.43 

*F  ratio  significant  at  .05  level 
■  **F  ratio  significant  at  .01  level 
***F  ratio  significant  at   .001  level 
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standard  deviations  for  the  variables  included  in  the  multiple 
regression  analysis.     Tables  8.5,  8.6,  and  8.7  summarize  the 
three  steps  of  the  multiple  regression.     Once  again,  the  situa- 
tional variables  were  entered  in  the  first  step  because  of 
their  logical  precedence  over  the  policy  variables.     Thus,  in 
Table  8.5  the  effects  of  the  situational  variables  alone  are 
assessed.     Table  8.6  summarizes  the  effects  of  the  situational 
and  the  economic  incentive  variables  together.  Finally, 
Table  8.7  includes  the  sitiaational ,  economic  incentive,  and 
professional  incentive  variables.     Once  again,  both  the  depend- 
ent variable  and  several  independent  variables  underwent  loga- 
rithmic transformations . ^ 

Table  8.5  makes  evident  the  fact  that  situational  factors 
play  a  considerable  role  in  the  participation  decisions  of 
metropolitan  pediatricians.     These  variables  explain  almost 
20  percent  of  the  variance  in  the  dependent  variable.  Among 
the  personal  and  practice  characteristics  of  the  physician, 
two  variables  appear  to  influence  participation.     First,  the 
regression  indicates  that  foreign  medical  graduates  partici- 
pate in  Medicaid  to  a  greater  extent  than  do  non-FMGs .  Second, 
the  regression  indicates  that  there  is  a  small  positive  effect 
attributable  to  nonphysician  personnel  costs.     It  appears  that 
among  metropolitan  pediatricians,  higher  personnel  costs  are 
associated  with  slightly  more  Medicaid  participation.  This 
finding  suggests  that  perhaps  in  metropolitan  areas  physicians 
are  not  so  successful  in  meeting  their  overhead  costs  by 


-197- 


selecting  the  preferred  non-Medicaid  patient.     Although  the 
two-market  theory  predicts  less  Medicaid  (and  more  non-Medicaid) 
participation  where  personnel  costs  are  higher,  this  appears 
not  to  hold  among  pediatricians  in  metropolitan  areas.  Note, 
however,  that  when  we  control  for  other  economic  and  situational 
factors  in  the  second  and  third  steps,  the  effect  of  this  vari- 
able is  no  longer  evident. 

All  three  service  area  characteristics  have  significant 
effects  upon  extent  of  participation.    The  standardized  regres- 
sion coefficients  suggest  that  the  most  substantial  contribution 
is  attributable  to  the  size  of  the  Medicaid  population  in  the 
service  area.    Also  substantial  in  its  effect  is  the  per  capita 
income  in  the  physician's  service  area.     Finally,  we  find  that 
the  larger  the  physician  supply  in  the  service  area,  the  fewer 
Medicaid  patients  there  are  per  physician.     As  discussed  in 
previous  chapters,  this  finding  does  not  conform  with  expecta- 
tions based  on  the  two-market  theory,  but  it  is  plausible 
nonetheless . 

What  are  the  effects  of  the  four  variables  measuring  the 
economic  incentives  facing  the  pediatricians?    Table  8.6 
indicates  that  pediatricians  participate  to  a  greater  extent 
in  states  with  more  generous  Medicaid  reimbursement  levels  for 
the  follow-up  office  visit.     In  addition,  the  elapsed  weeks 
between  billing  and  payment  of  Medicaid  claims  is  inversely 
.associated  with  Medicaid  participation;  physicians  reporting 
payment  delays  participate  relatively  less.     Overall,  when  the 
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effects  of  economic  incentives  are  considered,  the  regression 
equation  accounts  for  23  percent  of  the  variance  in  extent  of 
participation  among  metropolitan  pediatricians. 

What  are  the  effects  of  the  professional  incentives  facing 
the  pediatricians?    Table  8.7  indicates  that  when  the  Revised 
Medicaid  Program  Index  (RMPI)  is  added  to  the  regression  in  the 
third  step,  the  explanatory  capacity  of  the  regression  is  in- 
creased to  27  percent.     The  sign  of  the  regression  coefficient 
indicates,  as  in  the  hypothesis,  that  pediatricians  participate 
to  a  greater  extent  in  states  with  relatively  higher  RMPI  scores 

Extent  of  Participation  in  Nonmetropolitan  Areas: 
Multiple  Regression  Analysis 

In  this  section  the  results  of  a  multiple  regression  analy- 
sis of  extent  of  participation  among  participants  in  nonmetro- 
politan areas  are  presented.     As  in  the  previous  analysis,  the 
question  posed  is,  What  are  the  factors  that  are  associated 
with  extent  of  participation  among  participating  pediatricians 
in  nonmetropolitan  areas?     Once  again,  ordinary  least  squares 
regression  analysis  was  used  to  analyze  the  factors  listed  in 
Table  8.1. 

Table  8.8  presents  the  zero-order  relationships  between  the 
three  categorical  independent  variables  and  extent  of  partici- 
pation.    Once  again,*  the  only  statistically  significant  rela- 
tionship is  found  for  place  of  medical  education.     Extent  of 
participation  among  nonmetropolitan  physicians  is  also  con- 
siderably greater  among  foreign  medical  graduates   (22.8  percent) 
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TABLE  8.8. --DIFFERENCES  IN  EXTENT  OF  PARTICIPATION 

METROPOLITAN  PEDIATRICIANS: 
ANALYSES  OF  VARIANCE 
(N=277) 


Average  Percentage 
of  Patients  Covered  • 
by  Medicaid  for 

Participating  Pedia-  Number  of 

tricians  in  Each  Responding 

Category  S.D.  Pediatricians 


Place  of  medical 
education 

USMG  12.99  10.90  229 

FMG  or  USFMG  22.77  23.75  48 


Board  certifi 
cation  status 


p  =  .001 


Not  board  cer- 
tified 16.80  17.35  70 

Board  certified  13.98  13.25  207 

p  =  .157 

Responsibility  of 
society  to  ensure 
that  medical  care 
is  available 

Disagree  12.87  15.08  45 

Agree  15.04  14.30  232 

p  =  .355 
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than  among  U.S.  medical  graduates  (13.0  percent).     There  are 
statistically  significant  relationships  with  neither  board- 
certification  status,  nor  attitudes  for  nonmetropolitan  pedia- 
tricians . 

Table  8.9  presents  the  zero-order  correlations  of  the 
continuous  situational  and  policy  variables  with  extent  of 
participation  by  nonmetropolitan  pediatricians.     Among  the 
physician's  personal  characteristics  we  once  again  observe  no 
statistically  significant  relationship  between  age  and  extent 
of  participation.     In  addition,  among  the  practice  character- 
istics, there  is  no  significant  association  between  Medicaid 
participation  and  nonphysician  personnel  costs. 

All  of  the  service  area  characteristics  show  significant 
associations  with  the  extent  of  participation  among  nonmetro- 
politan physicians.     The  per  capita  income  of  the  area  is 
inversely  associated  with  participation,  while  the  size  of  the 
Medicaid-eligible  population  bears  a  positive  sign,  both  as 
predicted.     The  size  of  the  physician  supply  shows  a  somewhat 
weaker,  but  statistically  significant  inverse  correlation  with 
extent  of  participation. 

Only  one  of  the  four  economic  incentive  variables  have  a 
statistically  significant  zero-order  association  with  extent 
of  participation.     Table  8  .'9  indicates  that  amount  of  paj^ent 
made  by  Medicaid  for  a  follow-up  office  visit  is  positively 
associated  with  extent  of  participation  among  nonmetropolitan 
pediatricians . 
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TABLE  8. 9. --SUMMARY  OF  CORRELATES  OF  EXTENT  OF  MEDICAID 
PARTICIPATION  AMONG  PARTICIPATING 
NONMETROPOLITAN  PEDIATRICIANS 


Pearson  Correlation  with 
the  Percentage  of  the  Par- 
.  ticipating  Pediatrician's 

Variable  Patients  Covered  by  Medicaid 


Age  -.066 

p=.136 

Nonphysician  personnel  costs  -.105 

p=!277 

Zip  code  area  per 

capita  income,  1970  -.326 

p=.001 

Active  physician  per 
100,000  county  popu- 
lation, 1976  -.121 

p=.02 

Estimate  of  proportion 
of  zip  code  area  popu- 
lation on  Medicaid,  1978  +.375 

p=.001 

State  Medicaid  reimbursement 

for  a  follow-up  office  visit  +.090 

p=.010 

Percent  of  time  a  Medicaid 
claim  is  returned  to  office 

for  additional  work  +.010 

p=.435 

Elapsed  weeks  between 
billing  and  payment  of 

Medicaid  claims  -.029 

p=!316 

Minutes  spent  completing 

a  Medicaid  claim  •  -.024 

p=.345 

RMPI,   1978  +.102 

.  p=.055 
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Finally,  Table  8.9  indicates  that  the  measure  of  professional 
incentives  is  statistically  significant  at  the  zero-order  level. 
The  sign  of  the  coefficient  indicates  that  a  higher  state  pro- 
gram index  score  is  positively  associated  with  extent  of  par- 
ticipation. 

Tables  8.10-8.13  present  the  svimmary  statistics  for  the 
multiple  regression  analysis.     Table  8.10  presents  the  means 
and  standard  deviations  for  the  variables  included  in  the  analy- 
sis and  Tables  8.11-8.13  present  the  three  steps  of  the  analysis. 

Table  8.11  makes  evident  the  substantial  contribution  of 
situational  factors  in  the  participation  decisions  of  the  non- 
metropolitan  pediatricians.     These  variables  explain  30  percent 
of  the  variance  in  the  dependent  variable.    Among  the  personal 
and  practice  characteristics  of  the  nonmetropolitan  physicians 
we  note  that  younger  physicians,  foreign  medical  graduates,  and 
those  with  more  liberal  attitudes  all  participate  to  a  relatively 
greater  extent  than  their  counterparts . 

Two  of  the  three  service  area  characteristics  have  signifi- 
cant effects  upon  extent  of  participation.     The  standardized 
regression  coefficient  suggests  that  the  most  substantial  con- 
tribution is  attributable  to  the  size  of  the  Medicaid  population 
in  the  service  area.     Also  substantial  is  the  per  capita  income 
in  the  physician's  service  area.     Of  no  apparent  effect  is  the 
size  of  the  physician  supply  in  the  service  area.     This  finding 
is  of  interest  as  a  significant  positive  effect  of  this  variable 
was  noted  in  explaining  the  extent  of  participation  among  metro- 
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TABLE  8.10.--MEANS  AND  STANDARD  DEVIATIONS:  PARTICIPATING 
NONMETROPOLITAN  PEDIATRICIANS  (N=277) 


Variable 


Mean^ 


Standard 
Deviation 


Age 

46 

.31 

10 

.20 

Place  of  medical  education^ 

•17  ■ 

.38 

Board  certification  status^ 

.75 

.44 

Responsibility  of  society  to 
ensure  that  medical  care  is 
available^ 

.84 

.37 

Nonphysician  personnel  costs  . 

876 

.15 

111 

.28 

Zip  code  area  per  capita 
income,  1970 

3528 

.00 

967 

.71 

Estimate  of  proportion  of 
zip  code  area  population 
on  Medicaid,  1978 

2 

.  79 

1 

.93 

Active  physicians  per 
100,000  county  population, 
1976 

144 

.  53 

110 

.  02 

State  Medicaid  reimbursement 
for  a  follow-up  office  visit 

9 

.14 

1, 

.89 

Percent  time  a  Medicaid 
claim  is  returned  to  office 
for  additional  work 

1 , 

.92 

.  55 

Elapsed  weeks  between  billing 
and  payment  of  Medicaid  claims 

1 , 

.92 

.54 

Minutes  spent  completing 
a  Medicaid  claim 

1 . 

,61 

.41 

Revised  Medicaid  Program 
Index,  1978 

17  . 

37 

■  2  . 

•  12 

Where  the  variable  is  dichotomous  the  number  reported  is 
the  proportion  of  cases  in  the  reference  category  of  the  dummy 
variable. 
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TABLE  8. 11. --Step  1:     ORDINARY  LEAST  SQUARES  REGRESSION 
ANALYSIS  OF  LOG  OF  EXTENT  OF  PARTICIPATION  AMONG 
PARTICIPATING  NONMETROPOLITAN  PEDIATRICIANS 

(N=277) 


Step  1 
Situational  Factors 


Variable 


Age  -.009 

Place  of  medical  education  +.218 

Board  certification  status  -.047 

Responsibility  of  society 

to  ensure  that  medical 

care  is  available  ^  +.317 

Nonphysician  personnel  costs  +.001 

Zip  code  area  per  capita 

income,  1970  -.000 

Active  physicians  per 

100,000  county  population, 

1976  ..001 

Estimate  of  proportion  of 
zip  code  area  population  on 
Medicaid,  1978  +.202 

Constant  2.603 


Beta 


-  .088 
+  .076 
-.019 

+  .107 
+  .047 

-  .286 
-.051 
+  .357 


2 . 80** 
2.13** 
0.124 

4  .061*** 
0.567 

21.147*** 

0.823 
39.418*** 


R2  =  .302 
F(8,   268)   =  14.499 

*F-ratio  significant  at   .05  level 
**F-ratio  significant  at   .01  level 
***F-ratio  significant  at   .001  level 
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TABLE  8. 12. --ORDINARY  LEAST  SQUARES  REGRESSION  ANALYSIS  OF  LOG 
OF  EXTENT  OF  PARTICIPATION  AMONG  PARTICIPATING  NONMETROPOLITAN 

PEDIATRICIANS  (N=277) 


Step  2 

Situational  Factors  and 

Economic  Incentives 

VaT  1  ah  1  e> 

b 

Beta 

F 

A  CT 

f\  r\  a 

-  .  008 

- .  072 

1.767* 

Place  of  medical 

+ .  263 

+ .  091 

2.961** 

Board  certification  status 

+  .013 

-  .005 

0.009 

I\C  opwllo  i.  U  J.  J.  X  Ly  UX 

society  to  ensure 
that  medical  care 
is  available 

+  .343 

+  .116 

4.675*** 

Nonphysician  person- 
nel costs 

+  .001 

+  .056 

0.657 

L  xp  Lucic  dred  per 
capita  income,  1970 

- .0003 

-.272 

18.749*** 

Active  physicians 
per  100,000  county 
population,  1976 

-.0004 

-  .047 

0.677 

Estimate  of  proportion 
of  zip  code  area  popu- 
lation on  Medicaid,  1978 

+  .213 

+  .376 

40.615*** 

State  Medicaid  reim- 
bursement for  a  follow- 
up  office  visit 

+  .051 

+  .088 

2  .  598** 

Percentage  of  time  a 
Medicaid  claim  is 
returned  to  office  for 
additional  work 

-  .101 

-  .051 

0.  852 
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TABLE  8. 12. ---Continued 


Step  2 

Situational  Factors  and  Economic  Incentives 


Elapsed  weeks  be- 
tween billing  and  pay- 
ment of  Medicaid  claim 

Minutes  spent  complet- 
ing a  Medicaid  claim 

Constant 


b  Beta.  F 

+.034  +.017  0.098 

+.026  +.017  0.033 
1.96 


r2 

F(12,  264) 
*F  ratio 
**F  ratio 
***F  ratio 


=  .311 
=  9.93 

significant  at 
significant  at 
significant  at 


05  level 
01  level 
001  level 


-207- 


TABLE  8.]3.-Step  3:     ORDINARY  LEAST  SQUARES  REGRESSION  ANALYSIS  OF 
LOG  OF  EXTENT  OF  PARTICIPATION  AMONG  PARTICIPATING  NONMETRO- 

POLITAN  PEDIATRICIANS  (N=277) 


Situat  ional 
tives,  and 

Step  3 

Factors,  Economic  Incen- 
Professional  Incentives 

Variable 

b 

Beta 

F 

Age 

-.008 

-  .076 

£•  •  U  *T  *J 

ridce  or  meuicai 
education 

+  .284 

+ .  098 

*J  ■  t  o  u 

Dudiu  certiii- 
cation  status 

-  .071 

-.028 

0.269 

KesponsiDiiity  or  society 
to  ensure  that  medical 
care  is  available 

+  .364 

+  .123 

5.338*** 

Nonphysician  person- 
nel costs 

+  .001 

+  .076 

1.412 

Zip  code  area  per 
capita  income,  iy/u 

- . 0003 

-.300 

22.292*** 

Active  physicians  per 
100,000  county  popula- 
t ion ,   1 y / 0 

-  .  001 

-  .  U/6 

1 .  707 

Estimate  of  proportion 
of  zip  code  area  popu- 
lation on  Medicaid,  1978 

+  .178 

+  .314 

23.585*** 

State  Medicaid  reimburse- 
ment for  a  follow-up 
office  visit 

+  .057 

+  .097 

3  .208*** 

Percentage  of  time  a 
Medicaid  claim  is  re- 
turned to  office  for 
additional  work 

-  .  099 

-  .050 

0.852 
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TABLE  8.13. --Continued 


Variable 


Elapsed  weeks  between 
billing  and  payment 
of  Medicaid  claim 

Minutes  spent  com- 
pleting a  Medicaid 
claim 

Revised  Medicaid  Pro- 
gram Index,  1978 

Constant 


Step  3 

Situational  Factors,  Economic  Incen 
tives,  and  Professional  Incentives 


Beta 


-.001 

-.005 

+  .058 
1.113 


-  .  001 

-.002 
+  .143 


0.000 

0.001 
5. 309*** 


R2  =  .325 

F(13,  263)  =  9.72 

*F-ratio  significant  at  .05  level 

**F-ratio  significant  at  .05  level 

***F-ratio  significant  at   .001  level 
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politan  pediatricians.     This  apparent  difference  is  explored 
further  in  the  disucssion  of  these  analyses  which  follows. 

What  are  the  effects  of  the  four  variables  measuring  the 
economic  incentives  facing  the  pediatricians?    Table  8.12 
indicates  that  nonmetropolitan  pediatricians  participate  to  a 
relatively  greater  extent  with  more  generous  Medicaid  reimburse- 
ment levels  for  the  follow-up  office  visit.  Interestingly, 
none  of  the  other  economic  incentives  have  demonstrable  impact 
upon  the  participation  of  the  nonmetropolitan  pediatricians. 

Finally,  what  are  the  effects  of  the  professional  incentives 
facing  nonmetropolitan  pediatricians?    Table  8.13  indicates  that 
when  the  RMPI  is  added  to  the  regression  in  the  third  step,  the 
explanatory  capacity  of  the  regression  is  increased  to  almost 
33  percent.     The  sign  of  the  regression  coefficient  indicates, 
as  stated  in  our  hypothesis,  that  nonmetropolitan  pediatricians 
participate  to  a  relatively  greater  extent  in  states  with  rela- 
tively higher  RMPI  scores. 

Discussion 

The  foregoing  analyses  have  made  it  possible  to  discern 
several  subtle  but  interesting  differences  in  the  determinants 
of  extent  of  participation  in  Medicaid  by  metropolitan  and  non- 
metropolitan  pediatricians.     Above  all,  we  noted  that  nonmetro- 
politan pediatricians  participate  somewhat  less   (14.87  percent) 
than  do  metropolitan  pediatricians  (16.42  percent).  However, 
we  also  noted  several  differences  in  the  roles  of  the  situational 
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and  policy  variables  in  influencing  participation.  These 
differences  are  displayed  graphically  in  Table  8.14.     Where  an 
effect  was  found  for  either  the  metropolitan,  or  the  nonmetro- 
politan  group  the  direction  of  the  effect  is  noted  in  the 
relevant  colxamn.     We  note  from  Table  8.14  that  whenever  an 
effect  was  present  for  both  groups,  the  direction  of  the  effect 
was  the  same.     However,  there  are  several  instances  where  an 
effect  was  present  in  one  group,  but  not  in  the  other.  These 
are  discussed  below. 

First,  among  the  personal  and  practice  characteristics ,  we 
should  note  that  while  foreign  medical  graduates  participate  to 
a  greater  extent  in  both  groups,  several  factors  also  come  into 
play  in  the  decisions  of  nonmetropolitan  pediatricians  which  do 
not  seem  to  influence  metropolitan  pediatricians.     For  example, 
it  seems  that  among  nonmetropolitan  pediatricians ,  those  with 
more  liberal  attitudes  towards  government's  role  in  ensuring 
the  access  of  care  to  the  poor  are  participating  to  a  relatively 
greater  extent.     A  similar  effect  was  not  found  for  metropolitan 
physicians.     Similarly,  it  seems  that  in  the  nonmetropolitan 
areas  extent  of  participation  is  greater  among  the  younger  physi- 
cians.    It  may  be  that  younger  pediatricians  are  locating  in  non- 
metropolitan  areas  where  the  physician  supply  is  less  concentrated 
However,   these  pediatricians  may  find  it  necessary  to  build 
their  practices  with  the  less  lucrative  Medicaid  patients. 

Second,  among  the  service  area  characteristics,  we  note  that 
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TABLE  8.14. --AN  OVERVIEW  OF  THE  DETERMINANTS  OF 
PARTICIPATION  FOR  METROPOLITAN  AND 
NONMETROPOLITAN  PEDIATRICIANS 


Metropolitan  Nonmetropolitan 
.    Pediat-ricians  Pediatricians 

I.     Situational  Variables 

A.  Personal  and  Practice 
Characteristics  .  - 

Age 

Place  of  medical  education  (+) 

Board  certification  status 

Responsibility  of  society  to 
ensure  that  medical  care  is 
available 

Nonphysician  personnel  costs 

B.  Service  Area  Characteristics 

Zip  code  area  per  capita 
income,  1970  (-) 

Active  physicians  per  100,000 
county  population,  1976  (-) 

Estimate  of  proportion  of  zip 
code  area  population  on 
Medicaid,  1978  (+) 

II.     Policy  Variables 

A.     Economic  Incentives 


(-) 
(  +  ) 


(-) 


State  Medicaid  reimbursement 

for  a  follow-up  office  visit  (+)  (+) 

Percent  of  time*  a  Medicaid 
claim  is  returi:ied  to  office 
for  additional  work 
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TABLE  8. 14. --Continued 


Metropolitan  Nonmetropolitan 
 Pediatricians  Pediatricians 

Elapsed  weeks  between  billing 

and  payment  of  Medicaid  claims  (-) 

Minutes  spent  completing  a 
Medicaid  claim 

B.     Professional  Incentives 

•     RMPI  (+)  (+) 
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a  negative  effect  upon  metropolitan  physicians  is  attrib- 
e  to  the  size  of  the  physician  supply,  this  effect  is  not 
nt  upon  the  nonmetropolitan  pediatricians.     This  finding 
ry  interesting  in  light  of  the  consistently  negative  cp- 
ient  found  in  past  research.     Sloan,  et  al . ,  had  hypothe- 

that  the  greater  the  physician  supply,  the  fewer  non- 
aid  patients  there  would  be  per  physician  and,  therefore, 
ore  Medicaid  patients  the  physician  would  be  willing  to 
t.^    However,  this  relationship  has  consistently  not  held 
search  on  this  topic.    Rather,  as  discussed  earlier,  a 
ive  sign  has  been  evident  suggesting  that  a  greater  physi- 
supply  is  associated  with  fewer  Medicaid  patients  per 
cian.     Sloan,  et  al.,  hypothesized  ex  post  that  the  finding 

be  attributable  to  the  high  volume  Medicaid  provider  in 

areas;  if  these  relatively  few  providers  see  most  of  , the 
aid  patients  --  and  moreover,  if  private  practitioners  tend 
o  locate  in  inner  city  areas  --  then  perhaps  this  explains 
egative  coefficient. 

hile  these  explanations  are  plausible,  the  current  concern 

physician  over supply  and  competition  among  providers 
sts  another  possibility.     Perhaps  the  greater  supply  of 
cians  in  metropolitan  areas  result  in  greater  competition 

physicians  for  the  available  pool  of  patients  --  both 
edicaid  and  Medicaid.     If  the  total  pool  of  patients  is 
ficient  for  the  physician  supply,   then  we  would  expect  to 
ewer  non-Medicaid  and  fewer  Medicaid  patients  per  physician. 
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Hence  the  negative  coefficient.     Moreover,   if  we  then  consider 
the  finding  of  no  effect  of  physician  supply  in  nonmetropolitan 
areas  (Table  8.14),  we  can  surmise  that  the  said  effects  of 
competition  are  not  evident  in  these  areas.     In  summary,  it 
seems  that  the  competition  for  patients  causes,  there  to  be  fewer 
non-Medicaid  patients  per  physician  in  metropolitan  areas,  but 
similar  effects  are  not  operational  in  the  decisions  of  non- 
metropolitan  pediatricians. 

Finally,  we  note  that  while  both  the  level  of  Medicaid 
reimbursement  and  professional  incentives  are  influential  in 
the  decisions  of  both  groups,  delays  in  payment  appear  to  be 
a  more  potent  economic  disincentive  for  metropolitan  pediatri- 
cians than  for  their  nonmetropolitan  counterparts. 

Summary 

This  chapter  asks,  What  are  the  factors  that  are  associated 
with  extent  of  participation  among  metropolitan  and  nonmetro- 
politan participating  pediatricians  and  how  do  these  factors 
differ  for  the  two  groups?     It  was  noted  that  overall  there  is 
a  somewhat  greater  extent  of  participation  among  metropolitan 
physicians  than  among  nonmetropolitan  physicians.     In  addition, 
it  was  noted  that  it  was  possible  to  explain  a  somewhat  greater 
proportion  of  the  variance  in  extent  of  participation  among  non- 
metropolitan  pediatricians  than  among  metropolitan  pediatricians. 

Although  the  findings  indicate  that  a  similar  model  of 
decision  making  pertains  to  both  groups,   certain  differences 
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were  evident.     In  particular,  age  and  attitudes  do  appear  to 
be  influential  in  the  decisions  of  nonmetropolitan  physicians, 
but  not  in  those  of  their  metropolitan  counterparts.  Similarly 
the  size  of  the  physician  supply  and  the  time  elapsed  between 
billing  and  payment  appear  to  influence  the  decisions  of  metro- 
politan physicians,  but  do  not  influence  those  of  their  non- 
metropolitan  counterparts. 


-216- 


FOOTNOTES 


1.     These  variables  are  elapsed  weeks  between  billing 
and  payment  of  Medicaid  claims,  percent  of  time  a  Medicaid  claim 
IS  returned  to  office  for  additional  work,  and  minutes  spent  com- 
pleting a  Medicaid  claim. 

..A        I'     l'^^^^  Sloan,  Jerry  Cromwell,  and  Janet  Mitchell. 

A  Study  of  Administrative  Costs  in  Physicians'  Offices  and 
Medicaid  Participation."  Final  Report  (Washington.  D  C  •     U  S 
Department  of  Welfare,  June  1977)  


Chapter  9 

FACTORS  AFFECTING  MEDICAID  PARTICIPATION  AMONG 
SOUTHERN  AND  NONSOUTHERN  PEDIATRICIANS 


Introduction 

In  earlier  chapters,  particularly  Chapter  5,  we  noted  the 
possibility  of  certain  important  differences  in  Medicaid  par- 
ticipation by  southern  and  nonsouthem  pediatricians.  The 
possibility  of  regional  differences  in  participation  has  not 
received  explicit  attention  in  previous  analyses  of  physician 
participation  in  Medicaid.     In  fact,  neither  the  two-market 
theory,  nor  theories  of  professional  autonomy  encompass  bases 
for  hypothesizing  that  participation  might  vary  by  region. 
Thus,  the  finding  that  participation  does  appear  to  vary  by 
region  is  deserving  of  further  analyses,  albeit  exploratory 
in  nature. 

This  chapter  will  explore  the  structure  of  the  Medicaid 
participation  decision  by  region.     Since  no  attempt  was  made 
to  obtain  a  sample  that  is  representative  of  the  regional  dis- 
tribution of  pediatricians,   our  ability  to  explore  this  ques- 
tion is  necessarily  limited.     However,  within  the  limits  of 
the  data,   several  questions  will  be  addressed.     First,  what 
are  the  determinants  of  nonparticipation  by  southern  pediatri- 
cians?    Second,  how  do  the  distribution  and  determinants  of 
extent  of  participation  differ  for  nonsouthem  and  southern 


-217- 


-218- 


pediatricians?    Finally,   the  findings  of  the  analysis  will 
be  discussed. 

Nonparticipation  Reconsidered: 
A  uioser  Look  at  the  Role  of  Region 

In  Chapter  5  it  was  noted  that  overall,   15  percent  of  the 
pediatricians  in  the  sample  reported  zero  percent  of  their 
patients  covered  by  Medicaid.     However,  this  proportion  was 
found  to  vary  considerably  by  state  and,  in  particular,  by 
region.     It  was  found  that  38  percent  of  the  sample's  118  non- 
participants  are  practicing  in  Georgia  alone,  and  that  72 
percent  of  the  nonparticipants  are  from  the  study's  five 
southern  states. 

Why  does  it  appear  that  there  is  greater  nonparticipation 
among  southern  pediatricians?    This  question  is  not  readily 
answered  with  data  available  from  this  study  principally  be- 
cause our  sample  includes  so  very  few  nonsouthern  nonpartici- 
pants (N=40) .     This  small  sample  size  precludes  analyses  which 
might  enable  us  to  compare  the  determinants  of  nonparticipation 
for  southern  and  nonsouthern  pediatricians. 

However,  a  second-best  approach  is  to  examine  the  non- 
participation  decisions  of  southern  pediatricians  alone.  What 
are  the  factors  influencing  southern  pediatricians  not  to 
participate  in  Medicaid?    Moreover,  we  can  then  reconsider  the 
findings  in  Chapter  5  in  light  of  these  analyses.     How  does 
nonparticipation  for  southern- pediatricians  compare  with  non- 
participation  for  the  sample  as  a  whole?     Because  of  the  verv 
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high  association  between  nonparticipation  and  region,  do  our 
prior  analyses  merely  explain  the  nonparticipation  of  southern 
pediatricians? 

In  the  tables  which  follow,   the  results  of  a  multivariate 
analyses  of  nonparticipation  versus  participation  among  southern 
pediatricians  are  presented  and  then  compared  with  the  analyses 
presented  in  Chapter  5  for  the  sample  as  a  whole.     Once  again, 
both  policy  and  situational  variables,  as  discussed  in  Chapter  5, 
are  included  in  the  analyses. 

Means  and  standard  deviations  for  southern  nonparticipant 
and  southern  participant  groups  are  presented  in  Table  9.1. 
Where  the  variables  are  dichotomous.  Table  9.1  presents  the 
proportion  of  each  of  the  two  groups  in  the  reference  category. 
Reviewing  the  group  means  and  proportions  enables  us  to  describe 
the  basic  differences  between  the  two  groups  before  the  effects 
of  intercorrelations  are  taken  into  account.     In  the  area  of 
personal  and  practice  characteristics  we  note  that  southern 
nonparticipants  tend  to  be  older,  are  less  likely  to  be  gradu- 
ates of  foreign  medical  schools,  and  are  less  likely  to  agree 
that  the  society  has  responsibility  for  ensuring  access  to 
medical  care.     Finally,  nonparticipants  have  slightly  lower 
nonphysician  personnel  costs. 

Among  the  service  area  characteristics  we  note  that,  as  we 
would  expect,  nonparticipants  practice  in  zip  code  areas  with 
relatively  higher  per  capita  incomes.     Surprisingly,  southern 
nonparticipants  are  practicing  in  areas  with  about  the  same 
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TABLE  9.1. --SOUTHERN  NONPARTICIPANTS  AND  PARTICIPANTS- 

■GROUP  MEANS ^ 


Variable 

Group 

Means ^ 

Nonparticipants 

Participants 

I.     Situational  Variables 

A.     Personal  and  Practice 
Characteristics 

Age 

51.03 

46.89 

Place  of  medical 
education 

.  06^ 

1 

Board  certification 
status 

.  69^ 

.  o  o 

Responsibility  of 
society  to  ensure 
that  medical  care 
is  available 

.  71^ 

.81^ 

Nonphysician  person- 
nel costs 

864.88 

870.12 

B.     Service  Area  Charac- 
teristics 

Zip  code  area  per 
capita  income,  1970 

4012 . 93 

3782  .  78 

Active  physicians  per 
100,000  county  popula- 

1-ir>n  1Q7A 

clon,  iy/o 

188.12 

158.83 

Estimate  of  proportion 
of  zip  code  area  popu- 
lation on  Medicaid, 
1978                     •  . 

2.43 

2  .31 

Size/type  of 
commun  i  ty 

.69^ 

.57^ 
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TABLE  9.1. --Continued 


V^^iable  Group  Means' 


Nonparticipants  Participants 
(N=84)  (N=279) 


II.  Policy  Variables 

A.     Economic  Incentives 

State  Medicaid  reim- 
bursement for  a 
follow-up  office 
visit 


10.96  10.33 


Percentage  of  time  a 
Medicaid  claim  is  re- 
turned to  office  for 

additional  work  b  b 

Elapsed  weeks  between 
billing  and  payment 

of  Medicaid  claim  b  ■  '  b 

Minutes  spent  complet- 
ing a  Medicaid  claim  b  b 

Professional  Incen- 
tives 


Revised  Medicaid  Pro- 
gram Index,   19  78  14.61 


15.60 


a 

Where  the  variable  is  dichotomous  the  number  reported  for 
each  group  IS  the  proportion  of  the  cases  in  the  reference 
category  of  the  dummy  variable 


b 

Nonparticipants  could  not  be  asked  about  their  billina 
experiences  with  Medicaid.  Thus,  these  variables  were  not 
included  m  the  discriminant  analysis. 
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size  Medicaid  population  as  their  participating  counterparts. 
Finally,  while  we  expected  nonparticipants  to  practice  in  areas 
with  fewer  physicians,  and  to  be  less  likely  to  practice  in 
metropolitan  areas,   the  converse  appears  to  be  true,  at  least 
at  the  level  of  zero-order  relationships. 

Among  the  policy  variables  we  note  that  there  is  little 
difference  in  the  average  Medicaid  reimbursement  for  a  follow- 
up  office  visit  paid  by  the  states  of  southern  nonparticipants 
and  participants.     Finally,  we  note  as  predicted  that  nonpar- 
ticipants practice  in  states  with  a  lower  RMPI  score. 

This  review  of  the  group  means  and  proportions  suggests 
that  nonparticipants  differ  from  participants  in  significant 
ways  such  as  age,  credentials,  attitudes,  and  the  demographic 
and  policy  environments  in  which  they  practice.     Many  of  these 
characteristics  may  be  interrelated,  however,  and  a  simple 
comparison  of  group  means  does  not  adequately  control  for  this. 
If  nonparticipants  are  truly  different  from  participants,  it 
should  be  possible  to  statistically  distinguish  between  the 
groups  using  discriminant  analysis. 

Discriminant  Analysis  Results  for  Southern 
Nonparticipants  versus  Southern  Participants 

Once  again,   the  variables  in  the  discriminant  analysis  were 
entered  in  three  steps  in  order  to  examine  in  succession  the 
contributions  of  situational  and  policy  factors  to  differen- 
tiating between  nonparticipants  and  participants.  However, 
for  ease  of  presentation,   only  the  final  step  is  presented  in 
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Table  9.2.     In  addition,  Table  9.2  reflects  the  results  reported 
in  Chapter  5,  Table  5.4.     This  will  enable  us  to  compare  the 
findings  for  southern  pediatricians  with  those  for  the  whole 
sample. 

Table  9.2  indicates  that,  overall,  the  function  is  somewhat 
better  able  to  identify  nonparticipants  among  the  southern 
pediatricians  than  for  the  sample  as  a  whole.     This  differen- 
tiating capacity  is  evident  in  the  Wilks '  lambda  of  .82,  when 
compared  with  that  of  .91  for  the  sample  as  a  whole.  However, 
at  the  same  time,  there  are  fewer  statistically  significant 
coefficients  within  the  discriminant  function  for  the  southern 
pediatricians.     We  note  that  age  is  the  only  situational  vari- 
able attaining  statistical  significance;  among  southern  pedia- 
tricians, older  pediatricians  are  less  likely  to  participate 
in  Medicaid. 

Among  the  policy  variables  we  note  that  nonparticipation 
is,  as  we  would  predict,  more  likely  to  occur  in  states  with 
a  low  RMPI  score.     Table  9.3  shows  state  RMPI  scores  by  region. 
Within  the  southern  states  there  is  some  variation  by  state, 
from  a  low  of  14  in  Georgia  to  a  high  of  18  in  Oklahoma.  The 
analysis  permits  us  to  conclude  that  when  we  control  for  other 
situational  and  policy  factors,  nonparticipation  among  southern 
pediatricians  is  associated  with  a  low  RiMPI  score.     This  rela- 
tionship is  undoubtedly  attributable  to  the  high  incidence  of 
nonparticipation  in  Georgia        the  southern  state  with  the 
lowest  RMPI  score. 


TABLE  9.2. --STANDARDIZED  DISCRIMINANT  FUNCTION  COEFFICIENTS  FOR  NONPARTICIPANTS  VERSUS 
PARTICIPANTS:     SOUTHERN  PEDIATRICIANS  AND  ALL  PEDIATRICIANS 


Var  i  ab 1 cs 


Southern  Pediatricians 
Discriminant  Function 
Step  3 


I'lace  of  medical  education 

Board  certification  status 

Kcsjoons  ibil  i  ty  of  society  to 
ensure  that  medical  care  is 
available 

Nonjihysiciaii  personnel  costs 

Zip  code  area  per  capita 
income,   19  70 

Active  physicians  per  100,000 
county  population,  1976 

listiinate  of  proportion  of 
zip  code  area  population  on 
iMedicaid,  1978 

Size/type  of  community 

State  Medicaid  reimbursement 
for  a   follow-up  office 
Visit 


-  .  321 
+  .  153 

-  .087 

+  .  173 

-  .210 

+  .  016 
-.146 

+  .135 

-  .007 

-  .486^ 


All  Pediatricians 
Discriminant  Function 
Step  3 


-  .  337 
+  .  035 

-  .068 

+  .329 
+  .  116 

-  .  372' 

-  .193 

-  .190 

-  .  058 

- .075^ 


*  * 


TABLE  9 . 2 .- -Continued 


Var iabl e 


Southern  Pediatricians 
Discriminant  Function 
Step  3 


All  Pediatricians 
Discriminant  Function 
Step  3 


l^evised  Medicaid  Program 
Index,   19  78 


746' 


+  .792' 


Wilks'  Lambda 


*F 
*  *  *  p 


ratio  significant  at 
ratio  significant  at 
ratio  significant  at 


.  82 

,05  level 
,01  level 
001  level 


91 


Since  these  variables  vary  by  state  (N=13)   rather  than  bv  pediatrician  (N=  ) 
the  significance  of  an  f-ratio  based  upon  degrees  of  freedom  calculated  for  a  sample 
size  of        cases  would  overstate  their  significance.     Thus,  while  significance  levels 
are  not  provided  for  these  variables,  their  relative  magnitudes  are  accurately  reflected 
by  tlie  standardized  discriminant  function  coefficients. 
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TABLE  9.3. --REVISED  MEDICAID  PROGRAM 
INDEX  SCORES,  1978 


Nonsouthern  States  RMPI  Score 

California 


19 
14 
19 
16 
22 
20 
20 

Pennsylvania 


Colorado 

Indiana 

Iowa 

Massachusetts 
Nebraska . 
New  York 


Southern  States 

Georgia  ^4 
Maryland 

Oklahoma  j^g 

Tennessee  25 


Texas 


15 
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Surprisingly,  we  find  a  rather  large  and  statistically 
significant  negative  coefficient  for  the  average  state  medicaid 
reimbursement  for  a  follow-up  office  visit.     This  indicates, 
ceteris  paribus,   that  nonparticipation  by  southern  pediatri- 
cians is  associated  with  relatively  high  Medicaid  reimbursement. 
Table  9.4  shows  state  Medicaid  reimbursement  levels  by  region. 
Within  the  southern  states  there  is  some  variation  by  state, 
from  a  low  of  $8.33  in  Maryland  to  a  high  of  $11.62  in  Texas. 
Once  again,  the  relationship  just  noted  is  undoubtedly  attrib- 
utable to  the  high  incidence  of  nonparticipation  in  Georgia  -- 
the  southern  state  with  among  the  highest  reimbursement  level. 

The  fact  that  nonparticipation  and  relatively  high  reim- 
bursement levels  are  associated  is  extremely  surprising  given 
past  research  and  the  tenets  of  the  two-market  theory.  The 
findings  cause  us  to  pause  and  reconsider  the  two-market  theory, 
for  we  find  a  striking  lack  of  support  for  the  theory  in  the 
southern  states.     It  is  improbable  that  nonparticipation  is 
caused  by  the  relatively  high  reimbursement  offered  by  state 
Medicaid  programs.     Rather,   it  seems  plausible  that  pediatri- 
cians in  the  southern  states,  particularly  Georgia,  choose  not 
to  participate  despite  the  relatively  high  reimbursement  levels 
offered  by  their  states.     In  other  words,   it  appears  that  other 
factors  not  specified  by  the  model  are  operating  in  the  nonpar- 
ticipation decisions  of  southern  pediatricians. 

Unfortunately,   data  collected  as  a  part  of  this  study  pro- 
vide little  to  bring  to  bear  on  the  question  of  what  else  might 
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TABLE  9.4. --MEAN  FOLLOW-UP  OFFICE  VISIT 
MEDICAID  REIMBURSEMENT,   BY  STATE 


Nonsouthern  States 

California  "  .  $12.62 

Colorado  10.03 

Indiana  9  52 

Iowa  9 

Massachusetts  8  11 

Nebraska  13.37 

New  York  7.00 

Pennsylvania  6.31 

Southern  States 

Georgia  11.38 

Maryland  8.33 

Oklahoma  10.97 

Tennessee  9.69 

Texas  11.52 
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cause  the  nonparticipation  of  southern  pediatricians.  It 
seems  to  be  a  question  that  is  analytically  prior  and  some- 
what beyond  the  scope  of  this  research. 

Some  speculation  on  this  point  is  possible,  of  course. 
For  example,  a  more  indepth  study  of  physicians  might  reveal 
attitudinal  differences  between  southern  and  nonsouthern  physi- 
cians that  are  associated  with  whether  the  physician  sees  Medi- 
caid patients.     Examination  of  physicians'  attitudes  towards 
patients  of  various  racial  or  ethnic  groups,  or  towards  poverty 
populations,  or  about  health  and  social-welfare  programs  might 
reveal  that  nonparticipation  is  associated  with  certain  atti- 
tudes.    Davis  suggests,  for  example,  that  overtly  discrimina- 
tory practices  are  still  prevalent  in  many  rural  southern 
2 

communities.      Practices  such  as  segregated  waiting  rooms, 
extended  office  waiting  times,  and  only  cursory  physical  examina 
tions  may  discourage  nonwhites  from  seeking  care  in  the  offices 
of  private  physicians.     Thus,  nonparticipation  may  in  part  be 
a  function  of  the  care-seeking  behavior  that  has  developed  in 
the  southern  nonwhite  Medicaid  population. 

In  an  effort  to  identify  such  attitudinal  differences  among 
southern  and  nonsouthern  pediatricians,  we  compared  their  re- 
sponses for  several  items  that  were  included  in  the  personal 
interview.     Table  9-.  5  presents  these  cross -tabulations .  The 
results  of  these  cross- tabulations  do  not  support  the  hypothesis 
of  attitudinal  differences  as • a  reason  for  nonparticipation. 
The  southern  pediatricians  are  only  slightly  more  likely  to  put 
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TABLE  9.5.--ATTITUDINAL  DIFFERENCES  AMONG  NONSOUTHERN 
AND  SOUTHERN  NONPARTICIPATING  PEDIATRICIANS- 
REASONS  FOR  NONPARTICIPATION 


"Problems  such  as  broken  appointments 
and  language  barriers  make  it  diffi- 
cult to  treat  Medicaid  patients." 


Nonsouthern 

Southern 

Very- 
Important 

32.5% 

2  7.4% 

Somewhat 
Important 

3  5.01 

15.5% 

Not  at 

all  impor- 
tant 

32.  5% 

57.1% 

40  84 
Chi-square  =  8.33  Sig.   =  .015 

Tau  B  =     .168  Sig.   =  .025 


"I  usually  don't  treat  the  type  of 
patient  who  is  eligible  for  Medicaid." 


Nonsouthern   Southern 


Very 

Important 

0.0% 

12.1% 

Somewhat 

Important 

15.0% 

14.5% 

Not  at 

all  impor- 

tant 

8  5.0% 

73.  5% 

40  83 


Chl-square  =   5.29  Sig.   =  .0711 

Tau  B  Sig.    =  .05 
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great  importance  on  the  fact  that  they  don't  usually  treat 
the  type  of  patient  who  is  eligible  for  Medicaid.  Similarly, 
they  are  somewhat  more  likely  to  say  that  problems  with  Medi- 
caid patients  are  not  at  all  important  in  their  decision  not  to 
accept  Medicaid  patients.     Of  course,  the  tendency  towards 
socially  acceptable  responses  may  mask  the  true  attitudinal 
dispositions  of  the  nonparticipants .     Nonetheless,  our  data 
do  not  support  the  hypotheses  pertaining  to  attitudinal  differ- 
ences . 

A  related  hypothesis  would  be  that  greater  nonparticipation 
in  the  south  is  due  to  regional  differences  in  the  structure  of 
the  health  care  delivery  system.     We  know,  for  example,  that 
state  and  local  public  health  facilities  have  played  a  greater 
role  in  this  delivery  of  health  care  to  the  low  income  popula- 
tion in  the  south  than  elsewhere.^ 

This  regional  difference  might  mean  that  in  the  south  fewer 
Medicaid  patients  seek  care  in  the  private  sector.  Consequently, 
there  would  be  fewer  participating  pediatricians  in  the  south. 
Davis  suggests  that  such  practices  --  whether  discriminating 
along  class  or  race  lines  --  are  not  necessarily  overt.  They 
arise  "...from  segregated  housing  or  past  discriminatory  practices 
that  have  led  to  current  patterns  of  the  location  of  physicians, 
hospital  staffing,  referral  practices,  and  patient  preferences.'"^ 
Such  attributes  may  also  cause  care  seeking  patterns  by  low 
income  patients  to  differ  by  region.     Once  again  the  implications 
would  be  less  Medicaid  participation  by  southern  pediatricians 
than  by  their  nonsouthern  counterparts . 
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In  summary,   this  analysis  has  suggested  that  we  must  go 
beyond  the  two-market  theory  if  we  are  to  understand  the  non- 
participation  decisions  of  southern  pediatricians.     The  analy- 
sis indicates  that  older  pediatricians  are  likely  to  be  non- 
participants,  ,as  are  pediatricians  in  states  with  relatively 
restrictive  Medicaid  policies  as  measured  by  the  RMPI.  More- 
over, southern  pediatricians  appear  to  elect  nonparticipation 
despite  their  states'  relatively  generous  Medicaid  reimburse- 
ment.    Although  data  were  not  available  to  support  these 
hypotheses,  it  was  suggested  that  regional  differences  in  atti- 
tudes and  the  structure  of  the  health  care  system  might  explain 
the  nonparticipation  of  southern  pediatricians. 

Extent  of  Participation  Reconsidered: 
A  Closer  Look  at  the  Role  of  Region 

In  this  section  we  ask  the  following:     How  do  the  distri- 
bution and  determinants  of  extent  of  participation  differ  by 
region?     First  we  will  present  histograms  depicting  the  dis- 
tribution of  Medicaid  participation  for  the  nonsouthern  and 
southern  pediatricians.     These  descriptive  statistics  will  be 
followed  by  the  presentation  of  multiple  regression  analyses 
examining  the  extent  of  participation  among  nonsouthern  and 
among  southern  pediatricians.     Finally,    the  observed  differences 
in  the  determinants  of  the  extent  of  participation  by  these  two 
groups  will  be  discussed. 
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Descriptive  Statistics 

In  Chapter  6  we  examined  descriptive  statistics  for  the 
extent  of  participation  among  pediatricians  overall.     We  noted 
that  85  percent  of  the  sample  participate,  with  an  average 
participation  of  13.4  percent.     We  noted  that  the  distribution 
was  highly  skewed,  with  68  percent  of  the  pediatricians  re- 
porting that  fewer  than  10  percent  of  their  patients  have 
their  care  paid  for  by  Medicaid. 

When  we  consider  how  this  distribution  varies  by  region,  we 
find  certain  marked  differences.     Figure  9.1  indicates  that 
among  the  sample's  southern  pediatricians,  23  percent  do  not 
see  any  Medicaid  patients  as  indicated  by  the  cross-hatched 
area  of  the  histogram.     This  proportion  is  considerably  higher 
than  for  the  nonsouthern  pediatricians;  Figure  9.2  indicates 
that  only  8  percent  of  the  nonsouthern  pediatricians  see  no 
Medicaid  patients . 

The  average  extent  of  Medicaid  participation  is  considerably 
greater  among  nonsouthern  pediatricians,   16.86  percent,  than 
among  southern  pediatricians  where  it  is  9.45  percent.  Similarly 
the  distribution  is  more  highly  skewed  in  the  south  than  in  the 
nonsouth :  while  76  percent  of  the  southern  pediatricians  see 
10  percent  or  fewer  Medicaid  patients,   in  the  nonsouth  this  pro- 
portion is  only  53  percent.     The  drop-off  in  extent  of  partici- 
pation is  also  more' gradual  in  the  nonsouth  as  shown  in  comparing 
Figures  9 . 1  and  9.2. 
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Fig.  9.1.     Distribution  of  Extent  of  Medicaid 
Participation  Among  Southern  Pediatricians 
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Fig.  9.2.     Distribution  of  Extent  of  Medicaid 
Participation  Among  Nonsouthern  Pediatricians 
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Multiple  Regression  Analysis: 
Extent  of  Participation  in  Nonsouthern  Areas 

In  this  section  the  results  of  a  multiple  regression  analy- 
sis of  extent  of  participation  among  nonsouthern  participants  is 
presented.     The  analysis  asks  the  following:     What  are  the  factors 
that  are  associated  with  extent  of  participation  among  non- 
southern  participating  pediatricians?     Once  again,  ordinary  least 
squares  regression  is  the  statistical  technique  used  to  address 
this  question. 

Before  turning  to  the  regression  analysis  it  is  useful  to 
review  the  zero-order  relationships  between  the  policy  and 
situational  variables  and  the  outcome  variable.     Since  four  of 
the  situational  variables  are  categorical  variables,  analysis 
of  variance  was  used  to  examine  their  association  with  extent 
of  participation.     The  results  of  these  analyses  of  variance 
are  presented  in  Table  9.6.     The  Table  indicates  that,  as  pre- 
dicted, extent  of  participation  is  greater  among  graduates  of 
foreign  medical  schools  and  slightly  greater  in  metropolitan 
areas.     Neither  board-certification  status,  nor  attitudes  toward 
the  government's  role  in  health  care  have  a  statistically  sig- 
nificant association  with  extent  of  participation  among  non- 
southern  pediatricians. 

Table  9.7  presents  the  zero-order  correlations  of  the 
continuous  situational  and  policy  variables  with  extent  of 
participation.     Ar.ong  the  physician's  personal  and  practice 
characteristics  neither  variable   is  statistically  significant 
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TABLE  9. 6. --Differences  in  Extent  of  Participation  for 
Nonsouthern  Pediatricians:     Summary  of  Analyses  of  Variance 


Average  Percentage 
of  Patients  Covered  by 
Medicaid  for  Participat- 
ing Nonsouthern  Pediatri- 
cians in  Each  Category 


Place  of  Medical 
Education 
USMG 

FMG  and  USFMG 


Board-certification 

status 

Not  board-certified 
Board  certified 


Responsibility  of 
society  to  ensure 
that  medical  care 
is  available 

Disagree 

Agree 


Size/type  of  Com- 
munity 

Nonmetropolitan 
Metropolitan 


2.30 
3.09 


2.57 
2.37 


2.17 
2.46 


2.28 
2.52 


p=.001 


p=.131 


p=.07 


p=.035 


Number  of 
Responding 
S.D.  Pediatricians 


1.05 
1.03 


1.09 
1.07 


1.16 
1.06 


1.03 
1.12 


319 
51 


87 

283 


55 
315 


165 

205 
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TABLE  a, 7. --Summary  of  Correlates  of  Extent  of  Medicaid 
Participation  Among  Participating 
Nonsouthern  Pediatricians  (N=370) 


Pearson  Correlation  with 
the  Percentage  of  the  Par- 
.  ticipating  Pediatrician's 

Variable  Patients  Covered  by  Medicaid 


^ge  -.059 

p=.129 

Nonphysician  +.013 

personnel  costs  p=.400 

Zip  code  area  per 

capita  income,  1970  -.232 

p=!ooi 

Active  physicians  per 

100,000  county  popu-  -.099 

lation,  1976  p=.'o29 

Estimate  of  proportion 

of  zip  code  area  popu-  +.283 

lation  on  Medicaid,   1978  p=.001 

State  Medicaid  reim- 
bursement for  a  follow-  +.162 
up  office  visit  p=.001 

Percentage  of  time  a 
Medicaid  claim  is 

returned  to  work  for  +.035 

additional  work  p=.252 

Elapsed  weeks  between 

billing  and  payment  of  -.140 

Medicaid  claims  p=.003 

Minutes  spent  completing  -.007 

a  Medicaid  claim  p=.446 

Revised  Medicaid  Program  +.206 

Index,   1978  p=.001 
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at  the  zero-order  level.     All  three  service  area  characteristics 
are  significant.     We  note  that  both  per  capita  income  and  the 
supply  of  health  care  resources  assume  the  predicted  associations. 
The  size  of  the  Medicaid-eligible  population  in  the  physician's 
service  area  also  assume  the  predicted  positive  association. 

Two  of  the  four  economic  incentive  variables  are  statis- 
tically significant.     Table  9.7  indicates  a  positive  correlation 
of  the  level  of  the  Medicaid  fee  with  the  extent  of  participa- 
tion.    In  addition,  there  is  an  inverse  association,  as  predicted, 
between  the  number  of  weeks  it  takes  Medicaid  to  pay  the  physi- 
cian and  the  extent  of  participation.     Neither  the  proportion  of 
the  claims  that  are  returned  to  the  physician,  nor  the  length  of 
time  it  takes  to  complete  a  claim  achieve  statistical  significance. 

Finally,  Table  9.7  indicates  that  the  measure  of  professional 
incentives  is  statistically  significant  at  the  zero-order  level. 
The  sign  of  the  coefficient  indicates  that  a  higher  Program  Index 
is  positively  associated  with  extent  of  participation  among  non- 
southern  participants. 

Tables  9.8  and  9.9  present  statistics  summarizing  the  multiple 
regression  analysis.     Table  9.8  presents  the  means  and  standard 
deviations  for  the  variables  that  are  entered  into  the  analysis. 
Although  the  variables  were  entered  in  the  three  steps  described 
earlier,  only  the  final  step  is  shown  in  Table  9.9.     Once  again 
it  should  be  recalled  that  four  variables  were  transformed  with 
a  logarithmic  transformation. 

Table  9.9  makes  evident  the   fact  that  our  model  includes 
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TABLE  9.8. --Means  and  Standard  Deviations: 
Participating  Nonsouthern  Pediatricians^(N=369) 


Variable 


Age 


Place  of  medical 
education^ 

Board  certifica- 
tion status^ 

Responsibility  of 
society  to  ensure 
that  medical  care 
is  available^ 

Nonphysician  person- 
nel costs 

Zip  code  area  per 
capita  income,  1970 

Active  physicians 
per  100,000  county 
population,  1976 

Estimate  of  propor- 
tion of  zip  code  area 
population  on  Medicaid, 
1978 

Size/type  of  com- 
munity ^ 

State  Medicaid  reim- 
bursement for  a 
follow-up  office 
visit 


Mean 


47.88 
.77 


.85 
887.09 
3684.31 

193.75 


3  .31 
.55 


Standard 
Deviation 


.1.08 
.35 
.42 


.36 

123.48 
997.58 

130.55 


2.86 
.50 


9.35 


2.16 


TABLE  9 . 8 . --Continued 


y  cLl  XcLu  L  c 

Mean 

Standard 
Deviation 

Percentage  of  time 
a  Medicaid  claim 

office  for  addi- 
tional work 

1.95 

.55 

£<J.apbcU   WccKS  Dc- 

tween  billing  and 
payment  of  Medi- 
caid claims 

1.84 

.57 

Minutes  spent 
completing  a 
Medicaid  claim 

1.64 

.47 

Revised  Medicaid  Program  Index, 
1978 

18.17 

2.66 

a 

Where  the  variable  is  dichotomous  the  number  reported 
is  the  proportion  of  the  cases  in  the  reference  category  of 
the  dummy  variable. 


TABLE  9. 9. --ORDINARY  LEAST  SQUARES  REGRESSION  ANALYSIS  OF 
LOG  OF  EXTENT  OF  PARTICIPATION  AMONG  PARTICIPATING 
PEDIATRICIANS,  NONSOUTHERN  STATES  (N=369) 


b 

Beta 

F 

Age 

0006 

009 

02 

Place  of  medical 
education 

+  . 

636 

+  . 

201 

17. 

80*** 

Board  certification 
status 

155 

061 

1. 

59 

Responsibility  of  so- 
ciety to  ensure  that 
medical  care  is  avail- 
able 

+  . 

294 

4- 

u  ^  u 

4. 

Nonphysician  person- 
nel costs 

+  . 

0009 

+  . 

104 

3. 

74*** 

Zip  code  area  per 
capita  income,  1970 

0002 

190 

12. 

48*Vf* 

Active  physicians 
per  100,000  county 
population,  1976 

001 

_ 

125 

5. 

7  7*** 

Estimate  of  propor- 
tion of  zip  code  area 
population  on  Medi- 
caid, 1978 

+  . 

078 

+  . 

208 

13. 

35**Vr 

Size/type  of  community 

+  . 

138 

+  . 

064 

1. 

50 

State  Medicaid  reim- 
bursement for  a  follow- 
up  office  visit 

+ 

079 

+  . 

158 

8. 

66*** 

Percent  of  time  a 
Medicaid  claim  is 
returned  for  addi- 
tional work 

+ 

010 

+  . 

005 

01 

TABLE  9.9. --Continued 


b 

Beta 

F 

Elapsed  weeks  between 
of  Medicaid  claims 

-.244 

-.128 

6 

.48*** 

Minutes  spent  com- 
pleting a  Medicaid 
claim 

+  .055 

+  .024 

.24 

Revised  Medicaid 
Program  Index,  1978 

+  .058 

+  .143 

7 

R''  =  .26 
F(14,  354)  =  8.97 
p  =.001 
*p     .05     (F  =  1.74) 
**p     .01     (F  -  2.17) 
***p     .001  (F  =  2.63) 
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many  statistically  significant  variables.     Together  these  vari- 
ables explain  26  percent  of  the  variance  in  extent  of  partici- 
pation among  nonsouthern  pediatricians.     There  is  a  slight 
improvement  over  the  22  percent  achieved  when  we  considered  the 
sample  as  a  whole  in  Chapter  6. 

In  most  respects  the  regression  results  shown  in  Table  9.9 
are  similar  to  those  reflected  in  Chapter  6,  Table  6.9.  Once 
again,  FMGs  and  those  favoring  the  role  of  government  in  ensur- 
ing access  to  care  participate  to  a  greater  extent  than  their 
counterparts . 

Among  the  practice  characteristics,  the  regression  reveals 
some  surprising  results  regarding  the  effect  on  nonphysician 
personnel  costs.     The  two-market  theory  led  us  to  predict  that 
higher  nonphysician  personnel  costs  would  be  associated  with  a 
relatively  lesser  extent  of  participation.     In  the  overall  regres 
sion  presented  in  Chapter  6,  we  found  no  effect  attributable  to 
nonphysician  personnel  costs.     In  Table  9.9,  however,  we  note 
that  for  nonsouthern  pediatricians  this  variable  assumes  a 
statistically  significant  positive  coefficient.     It  seems  that 
in  nonsouthern  areas,  pediatricians  with  relatively  greater  non- 
physician personnel  costs  are  participating  in  Medicaid  to  a 
relatively  greater  extent. 

Three  of  the  four  service  area  characteristics  achieve 
statistical  significance  indicating  the  great  importance  of  these 
variables  as  determinants  of  the  extent  of  participation  among 
nonsouthern  pediatricians.     In  each  case,   the  direction  and  magni 
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tude  of  the  regression  coefficients  are  similar  to  those  re- 
ported in  Chapter  6,  Table  6.9. 

Finally,  among  the  policy  variables  we  note  that  higher 
Medicaid  reimbursement  and  minimized  payment  delays  are  both 
economic  incentives  to  a  relatively  greater  extent  of  partici- 
pation among  nonsouthern  pediatricians.     In  addition,  where 
professional  incentives  are  greater,  as  measured  by  the  RMPI, 
a  greater  extent  of  participation  is  also  evident. 

Multiple  Regression  Analysis; 
Extent  of  Participation  in  Southern  Areas 

In  this  section  the  results  of  a  multiple  regression  analy- 
sis of  extent  of  participation  among  southern  participants  is 
presented.     The  analysis  asks  the  following:     What  are  the 
factors  that  are  associated  with  extent  of  participation  among 
southern  participating  pediatricians?    One  again,  ordinary  least 
squares  regression  is  the  statistical  technique  used  to  address 
this  question. 

Table  9.10  presents  the  results  of  analyses  of  variance 
examining  the  association  of  the  categorical  independent  vari- 
ables with  extent  of  participation.     The  Table  indicates  that 
only  one  variable  --  place  of  medical  education  --  is  associated 
with  extent  of  participation  among  southern  pediatricians,  with 
foreign  medical  graduates  participating  to  a  considerably  greater 
extent  than  their  counterparts.     Among  southern  pediatricians, 
board  certification  status,   attitudes,   and  size/type  of  community 
are  not  associated  with  extent  of  participation. 


TABLE  9.10. --Differences  in  Extent  of  Participation  for 
Southern  Pediatricians:     Summary  of  Analyses  of  Variance 


Average  Percentage 
of  Patients  Covered 

by  Medicaid  for  Partici-  Number  of 

pating  NonsQuthern  Responding 
Pediatricians  in  Each        .  S.D.  Pediatricians 
Category 


Place  of  Medical 
Education 

USMG  1.86  1.11  227 

FMG  and  USFMG  2.41  1.52  .37 

p=.009 

Board-certification 
status 

Not  board-certified         2.06  1.35  .83 

Board-certified  1.88  1.11  181 

p=.250 

Responsibility  of 
society  to  ensure 
that  medical  care 
is  available 

Disagree  1.83  1.83  47 

Agree  1.97  1.88  -217 

p=.472 

Size/type  of  Com- 
munity 

Nonmetropolitan  2.07  1.83  112 

Metropolitan  1.85  1.89  148 

p=.137 
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Table  9.11  presents  the  zero-order  correlations  of  the 
continuous  situational  and  policy  variables  with  extent  of 
participation.     Among  the  physician's  personal  and  practice 
characteristics  both  age  and  nonphysician  personnel  costs  are, 
as  predicted,  inversely  associated  with  extent  of  participation. 
All  three  service  characteristics  are  significant.     The  direc- 
tion of  all  three  coefficients  are  as  predicted,  and  follow 
those  of  the  preceding  analysis  of  nonsouthern  pediatricians. 

Interestingly,  at  the  zero-order  level,  none  of  the  four 
economic  incentive  variables  are  significant.     While  level  of 
Medicaid  reimbursement  and  elapsed  time  between  billing  and 
payment  of  Medicaid  claims  were  significant  in  the  preceding 
analysis  of  nonsouthern  pediatricians,  this  appears  not  to  be 
the  case  for  southern  pediatricians.     Finally,  Table  9.11 
indi  cates  that  the  RMPI  also  is  not  significantly  associated 
with  extent  of  participation  among  southern  pediatricians. 
At  the  zero-order  level  the  effects  of  professional  incentives 
are  not  evident. 

Tables  9.12  and  9.13  present  statistics  summarizing  the 
multiple  regression  analysis.     Table  9.12  presents  the  means 
and  standard  deviations  for  the  variables  that  are  entered 
into  the  analysis.     Although  the  variables  were  entered  in  the 
three  steps  described  earlier,  only  the  final  step  is  shown 
in  Table  9. 13 . 

Table  9.13  displays  the  results  of  the  multivariate  analy- 
sis of  extent  of  participation  among  southern  pediatricians. 


TABLE  9 . 11 . --Summary  of  Correlates  of  Extent  of  Medicaid 
Participation  Among  Participating  Southern  Pediatricians  (N=264) 


Pearson  Correlation  with 
the  Percentage  of  the  Par- 
ticipating Pediatrician's 
Variable  Patients  Covered  by  Medicaid 


Age 

172 

P= 

.  002 

Nonphysician 

_ 

3107 

personnel  costs 

P= 

.001 

Zip  code  area  per 

427 

capita  income,  1970 

f 

.001 

Active  physicians  per 

100,000  county  popu- 

282 

lation,  1976 

P= 

r 

.001 

Estimate  of  proportion 

of  zip  code  area  popu- 

+ . 

398 

lation  on  Medicaid,  1978 

f 

.001 

State  Medicaid  reim- 

bursement for  a  follow- 

+  . 

094 

up  office  visit 

P  = 

.065 

Percentage  of  time  a 

Medicaid  claim  is 

returned  to  work  for 

008 

additional  work 

P  = 

.448 

Elapsed  weeks  between 

billing  and  payment  of 

080 

Medicaid  claims 

P  = 

.097 

Minutes  spent  completing 

+  . 

020 

a  Medicaid  claim 

P  = 

.371 

Revised  Medicaid  Program 
Index,  1978 


+  .048 
p=.219 
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TABLE  9. 12. --Means  and  Standard  Deviations: 
Participating  Southern  Pediatricians^  (N-264) 


Variable 


Standard 
Mean  Deviation 


Age 

Place  of  medical 
education^ 

Board  certifica- 
tion status^ 

Responsibility  of 
society  to  ensure 
that  medical  care 
is  available^ 

Nonphysician  person- 
nel costs 

Zip  code  area  per 
capita  income, 
1970 

Active  physicians 
per  100,000  county 
population,  1976 

Estimate  of  propor- 
tion of  zip  code  area 
population  on  Medicaid, 
1978 

Size/type  of 
community^ 

State  Medicaid  reim- 
bursement for  a 
follow-up  office 
visit 


46.91 


r4 


,69 


82 


871.82 


3731.45 


156.24 


2.35 
.57 


10.76 


,35 


,47 


.38 


84.73 


1258.61 


90.74 


1.72 
.50 


10.31 


1.27 


TABLE  9. 12. --Continued 


Variable 


Percentage  of  time 
a  Medicaid  claim 
is  returned  to 
office  for  addi- 
tional work 

Elapsed  weeks  be- 
tween billing  and 
payment  of  Medi- 
caid claims 

Minutes  spent 
completing  a 
Medicaid  claim 

Revised  Medicaid 
Program  Index,  1978 


Mean 


1.93 


1.81 

1.73 
15.59 


Standard 
Deviation 


.59 


.55 

.44 
1.27 


Where  the  variable  is  dichotomous  the  number  reported 
is  the  proportion  of  the  cases  in  the  reference  category  of 
the  dummy  variable. 


TABLE  9. 13. --ORDINARY  LEAST  SQUARES  REGRESSION  ANALYSIS 
OF  LOG  OF  EXTENT  OF  PARTICIPATION  AMONG  PARTICIPAT- 
ING PEDIATRICIANS,   SOUTHERN  STATES 
(N=260) 


b 

Beta 

F 

Age 

- 

.007 

-  .  061 

1 

.09- 

Place  of  medical 
education 

+ 

.497 

+  .145 

6 

. 23*** 

Board  certification 
status 

.010 

+  .053 

.86 

Responsibility  of  so- 
ciety to  ensure  that 
medical  care  is  avail- 
able 

+ 

.163 

+  .053 

.86 

Nonphysician  personnel 
costs 

- 

.003 

-.184 

5 

. 23*** 

Zip  code  area  per 
capita  income,  1970 

— 

.001 

-.157 

3 

.80*** 

Active  physicians  per 
100,000  county  popula- 
tion, 1976 

- 

.001 

-.080 

1 

.11 

Estimate  of  proportion 
of  zip  code  area  popu- 
lation on  Medicaid,  1978 

+ 

.188 

+  .273 

12 

Size/type  of  community 

+ 

.084 

+  .035 

.28 

State  Medicaid  reim- 
bursement for  a  follow- 
up  office  visit 

n  R  n 
.  UjU 

-  .  U  J  J 

^  Q 

Percent  of  time  a 
Medicaid  claim  is 
returned  for  addi- 
tional work 

+ 

.068 

+  .034 

.34 

Elapsed  weeks  between 
billing  and  payment  of 
Medicaid  claims 

.037 

-.017 

.08 
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TABLE  9. 13 --Continued 


D 

Beta 

F 

Elapsed  weeks  between 
billing  and  payment 
of  Medicaid  claims 

-.037 

-.017 

.08  . 

Minutes  spent  com- 
pleting a  Medicaid 
claim 

-.017 

-.006 

.01 

Revised  Medicaid  Pro- 
gram Index,  1978 

+  .164 

+  .176 

7 . 47*** 

Constant  2.49 


=  29 
F(14,  245)  =  7.15 
p  =.001 
*p4.05  (F=1.74) 
*^-p<.01  (F=2.17) 
***p  <.001  (F=2.57) 
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We  note  that  the  variance  explained  by  the  model  equals  29 
percent.     It  seems  that  the  model  has  more  explanatory  ca- 
pacity for  the  southern  pediatricians  than  for  the  nonsouthern 
pediatricians  (R2=.26).     Moreover,   it  explains  more  variance 
with  fewer  statistically  significant  variables,  as  seen  by 
the  comparison  of  Tables  9.9  and  9.13. 

Table  9.13  indicates  that  among  the  personal  character- 
istics only  place  of  medical  education  is  statistically  signifi- 
cant, with  greater  participation  among  southern  graduates  of 
foreign  medical  schools  than  among  their  counterparts.  Practice 
costs  are  also  significant,  with  physicians  having  higher  non- 
physician  personnel  costs  participating  to  a  relatively  greater 
extent.     This  finding  is  as  we  had  predicted,  and  contrasts 
sharply  with  those  for  nonsouthern  pediatricians  presented  in 
Table  9.9. 

Among  the  service  area  characteristics,  per  capita  income 
is  inversely  associated  with  extent  of  participation  while 
size  of  the  Medicaid  population  is  positively  associated  with 
extent  of  participation.     One  factor  which  does  effect  the 
decisions  of  nonsouthern  physicians  does  not  seem  to  affect 
the  decisions  of  southern  pediatricians:     the  physician  supply 
in  the  service  area. 

Table  9.13  makes  evident  a  total  lack  of  effect  attribut- 
able to  economic  incentives.     None  of  the  four  economic 
incentives  appear  to  effect  the  extent  of  participation  of 
southern  pediatricians.     There  is  a  positive  and  statistically 
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significant  effect  attributable  to  the  professional  incentives, 
however.     Pediatricians  practicing  in  southern  states  with 
relatively  higher  RMPI  scores  do  participate  to  a  relatively 
greater  extent. 

Discussion 

By  comparing  the  regression  analyses  of  extent  of  partici- 
pation for  nonsouthern  and  southern  pediatricians,  we  have  been 
able  to  better  understand  some  regional  differences  in  these 
decisions.     Many  similarities  were  noted,   such  as  in  the  role 
of  place  of  medical  education,  and  in  the  role  of  other  situa- 
tional variables  such  as  per  capita  income  in  the  service  area, 
size  of  the  Medicaid-eligible  population,  and  size  and  type  of 
community.     In  addition,  we  can  conclude  that  even  within  the 
respective  regions  the  role  of  professional  incentives  --  as 
indicated  by  the  RMPI  --  is  evident. 

However,  there  are  also  striking  differences  between  the 
nonsouthern  and  the  southern  regressions.     For  example,  while 
the  southern  physicians'  attitudes  have  no  apparent  effect 
upon  their  extent  of  Medicaid  participation,  in  the  nonsouth 
a  more  liberal  attitude  towards  government's  role  in  health 
care  is  associated  with  relatively  greater  participation. 
Also  noteworthy  is  the  statistically  significant  opposite 
effects  attributable  to  practice  costs  in  the  two  regions. 
Physicians  in  the  south  behave  as  we  would  expect:  those 
with  higher  practice  costs  participate  in  Medicaid  to  a  lesser 
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extent.     Physicians  in  the  nonsouth,  on  the  other  hand,  reflect 
the  reverse  effect:     those  with  higher  practice  costs  partici- 
pate in  Medicaid  to  a  greater  extent.     Finally,  it  is  interesting 
to  note  that  the  size  of  the  physician  supply  has  a  significant 
negative  coefficient  in  the  nonsouth;  it  is  not  significant  in 
the  analysis  of  southern  pediatricians. 

Perhaps  the  most  interesting  finding  of  the  comparison  of 
these  two  analyses  is  the  fact  that  the  effects  of  the  economic 
incentive  variables  vary  by  region.     Apparently  southern  pedia- 
tricians are  not  responding  to  economic  incentives  --  either 
positive  or  negative  --  in  their  extent  of  participation  de- 
cision.    Nonsouthern  pediatricians,  on  the  other  hand,  do  ex- 
hibit evidence  of  association  between  these  aspects  of  Medicaid 
policy  and  their  participation  decision.     Low  reimbursement 
and  payment  delays  are  associated  with  relatively  less  partici- 
pation by  the  nonsouthern  pediatricians. 

From  the  standpoint  of  policy  implications  it  appears  that 
state  policymakers  may  be  able  to  foster  a  greater  extent  of 
participation  among  both  southern  and  nonsouthern  pediatricians 
by  improving  the  professional  incentives  implicit  in  their 
programs.     In  nonsouthern  states  additional  options  are  present 
in  improving  the  economic  incentives  by  improving  reimburement 
levels  and/or  speeding*  claims  payment.     In  the  south,  however, 
there  is  far  less  evidence  that  such  strategies  would  foster 
increased  Medicaid  participation  by  pediatricians. 
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Full  and  Limited  Participation  Reconsidered: 
A  Closer  Look  at  the  Role  of  Region 

In.  Chapter  7  we  noted  that  some  pediatricians  participate 
fully  in  Medicaid  while  others  limit  their  participation  in 
the  program.     In  particular  we  found  that  among  participating 
pediatricians  74  percent  are  participating  fully,  while  26 
percent  reported  that  they  limit  their  Medicaid  participation. 
We  noted  that  the  limited  participants  were  of  particular 
interest  to  us  because  we  thought  that  as  a  group  they  would 
be  a  good  target  for  policy  changes  designed  to  boost  the 
numbers  of  patients  cared  for  in  private  physicians'  offices. 

Table  9.14  displays  the  distribution  of  limited  partici- 
pation by  state  and  by  region.     Overall,  the  nonsouthem  states 
represent  the  extremes,  with  none  of  the  Massachusetts  and  68 
percent  of  the  Pennsylvania  pediatricians  limiting  their  par- 
ticipation.    Three  of  the  southern  states  --  Maryland,  Tennessee 
and  Texas  --  have  a  relatively  high  proportion  of  pediatricians 
limiting  their  Medicaid  participation,   compounding  the  effects 
of  the  very  high  amount  of  nonparticipation  in  the  south  as 
evidenced  in  Figure  1  presented  earlier. 

While  there  are  striking  variations  in  limited  participa- 
tion,  regional  variation  is  not  quite  as  apparent  in  Table  9.14. 
Nonetheless,  we  have  observed  in  this  and  earlier  chapters  that 
there  is  considerable  regional  variation  in  state  Medicaid 
policies.     For  example,   southern  states  tend  to  pay  higher 
fees  to  physicians  than  nonsouthern  states,  but  they  cover 
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TABLE  9JA--LIMITED  PARTICIPANTS  AMONG  PEDIATRICIANS 
ACCEPTING  ALL  NON-MEDICAID  PATIENTS,   BY  REGION 

IN  PERCENTAGES 


Pediatricians  Accepting 
Only  Some  Medicaid 

Patients 
(Limited  Participants) 


Nonsouthern  States 


California  2Tk 

Colorado  137^ 

Indiana  207o 

Iowa  247o 

Massachusetts  0% 

Nebraska  6^ 

New  York  40% 

Pennsylvania  68% 

Southern  States 

Georgia  15% 

Maryland  327o 

Oklahoma  157„ 

Tennessee  417„ 

Texas  39% 
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fewer  optional  services,  impose  more  restrictions  on  covered 
services,  and  have  lower  AFDC  eligibility  levels.     This  sug- 
gests that  the  factors  differentiating  full  and  limited  par- 
ticipants might  differ  by  region.     This  possibility  is  explored 
in  the  section  that  follows. 

Full  and  Limited  Participants:     Discriminant  Analysis 
Results  for  Southern  and  Nonsouthem  Participants 

Do  the  determinants  of  full  and  limited  participation  differ 
by  region?    In  the  tables  which  follow,  the  results  of  multi- 
variate analyses  of  full  and  limited  participation  among  both 
nonsouthem  and  southern  pediatricians  are  presented  and  com- 
pared.    Means  and  standard  deviations  for  southern  pediatricians 
in  the  two  groups  are  presented  in  Table  9.15.  Comparable 
statistics  for  nonsouthem  pediatricians  are  presented  in 
Table  9.16. 

The  variables  were  entered  into  the  two  discriminant  analy- 
sis in  three  steps  in  order  to  examine  in  succession  the  con- 
tributions of  situational  and  policy  factors  to  differentiating 
between  full  and  limited  participants.     However,  for  ease  of 
presentation,  only  the  final  steps  for  the  two  discriminant 
analyses  are  presented  in  Table  9.17.     This  enables  us  to  com- 
pare the  findings  for  southern  pediatricians  with  those  for 
nonsouthem  pediatricians. 

There  are  striking  differences  between  the  two  discriminant 
analyses.  First,  there  is  very  little  overall  effect  attribut- 
able to  situational  factors  for  both  southern  and  nonsouthem 
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TABLE  9. 15. --SOUTHERN  FULL  AND  LIMITED  PARTICIPANTS: 

GROUP  MEANS ^ 


Group  Means' 


Full  Limited 
Variable  Participants  Participants 

(N=135)  (N=47) 


I.     Situational  Variables 


A.     Personal  and  Practice 
Characteristics 

Age 

Place  of  medical 
education^ 

Board  certification 
status^ 


45.48  48.04 
.19  .06 
.70  .62 


Responsibility  of 
society  to  ensure 
that  medical  care 

is  available^  .82     ■  .77 

Nonphysician 

personnel  costs  859.60  885.53 

B.     Service  Area 

Characteristics 


Zip  code  area  per 
capita  income,  1970 

Active  physicians  per 
100,000  county  popu- 
lation, 1976 

Estimate  of  proportion 
of  zip  code  area  popu- 
lation on  Medicaid, 
1978 


3505.37  4001.38 
141.70  162.81 

2.49  2.02 


Size/ type  of 
communi  ny^ 


.43 


.60 
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TABLE  9. 15. --Continued 


Group 

Means^ 

Variable 

Full 
Participants 
(N-135) 

Limited 
Participants 
(N=47) 

II.     Policy  Variables 

A. 

Economic  Incentives 

State  Medicaid 
reimbursement  for 
a  follow-up  office 
visit 

10.14 

9.76 

Percentage  of  time 
a  Medicaid  claim 
is  returned  to 
office  for  additional 
work 

1.92 

1.95 

Elapsed  weeks  between 
billing  and  payment 
of  Medicaid  claim 

1.78 

1.86 

Minutes  spent  com- 
pleting a  Medicaid 
claim 

1.71 

1.69 

B. 

Professional 
Incentives 

Revised  Medicaid 
Program  Index,  1978 

15.86 

15.53 

^Where  the  variable  is  dichotomous  the  number  reported 
for  each  group  is  the  proportion  of  the  cases  in  the  reference 
category  of  the  dummy  variable. 
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TABLE  9.16--NONSOUTHERN  FULL  AND  LIMITED  PARTICIPANTS- 

GROUP  IffiANS^ 


Group 

Means^ 

Variable 

Full 
Participants 
(N=112) 

Limited 
Participants 
(N=64) 

I.     Situational  Variables 

A.     Personal  and  Practice 
Characteristics 

Age 

48.00 

46.00 

Place  of  medical 
education^ 

.15 

.20 

Board  certifica- 
tion statusa 

.77 

.83 

Responsibility  of 
society  to  ensure 
that  medical  care 
is  available^ 

.89 

.88 

Nonphysician  person- 
nel costs 

869.43 

934.57 

B.     Service  Area  Charac- 
teristics 

Zip  code  area  per 
capita  income,  1970 

3663.89 

3782.16 

Active  physicians  per 
100  000  countv  ooDula- 
tion,  1976 

196.29 

192.53 

Estimate  of  proportion 
of  zip  cade  area  popu- 
lation on  Medicaid, 
1978 

3.62 

2.81 

Size/type  of 
community^ 

.50 

.58 
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TABLE  9. 16. --Continued 


Group 

Means^ 

Variable 

r  Ul  i 

Participants 
(N=112) 

Limited 
Participants 
(N=64) 

II.  Policy  Variables 

A. 

Economic  Incentives 

State  Medicaid  reim- 
bursement for  a 
follow-up  office 
visit 

9.72 

8.65 

Percentage  of  time 
a  Medicaid  claim 
is  returned  to 
office  for 
additional  work 

1  Q7 
1.7/ 

1     Q  Q 

Elapsed  weeks  between 
billing  and  payment 
of  Medicaid  claim 

1.78 

2.03 

Minutes  spent  complet- 
ing a  Medicaid  claim 

1.65 

1.56 

B. 

Professional 
Incentives 

Revised  Medicaid 
Program  Index,  1978 

18  .  73 

17  .16 

liJhere  the  variable  is  dichotomous  the  number  reported 
for  each  group  is  the  proportion  of  the  cases  in  the  reference 
category  of  the  dummy  variable. 
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TABLE  9.17. --STANDARDIZED  DISCRIMINANT  FUNCTION  COEFFICIENTS 
FOR  FULL  PARTICIPANTS  VERSUS  LIMITED  PARTICIPANTS' 
SOUTHERN  PEDIATRICIANS  AND  NONSOUTHERN  PEDIi^TRICI ANS 


Variables 


Southern  Pediatricians 
Discriminant  Function 
Step  3 


Nonsouthern  Pediatricians 
Discriminant  Function 
Step  3 


Age  -.170 
Place  of  medical 

education  +.449Vc 

Board  certifica- 
tion status  +.419 

Responsibility  of 
society  to  ensure 
that  medical  care 
is  available  +.209 

Nonphysician  person- 
nel costs  -.336 

Zip  code  area  per 

capita  income,  1970  -.302 

Active  physicians 

per  100,000  county 

population,   1976  +.383 

Estimate  of  propor- 
tion of  zip  code 
area  population  on 
Medicaid,   1978  +.154 

Size/type  of 

community  -.469 

State  Medicaid  reim- 
bursement for  a  follow- 
up  office  visit  +.229 

Percentage  of  time 

a  Medicaid  claim  is 

returned  to  office 

for  additional  work  +.001 


+  .023 
-.096 
-.241 


+  .001 
-  .  701—* 
-.060 

+  .219 


+  .304 
_  .439yoV 

+  .656''^*-'^ 


.051 


TABLE  9. 17. --Continued 


Southern  Pediatricians     Nonsouthern  Pediatricians 
Discriminant  Function        Discriminant  Function 
Step  3  Step  3 


Elapsed  weeks  between  ■  ' 

billing  and  payment 

of  Medicaid  claim  -.389  -.373"'<' 

Minutes  spent 
completing  a 

Medicaid  claim  +.073  +.243 

Revised  Medicaid 

Program  Index,  1978  +.551  +.339* 


Wilks '  Lambda  ,86  .74 

"F  -  ratio  significant  at  .05  level 

**F  -  ratio  significant  at  .01  level 

***F  -  ratio  significant  at  .001  level 
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pediatricians .     The  decision  to  limit  one's  Medicaid  partici- 
pation seems  relatively  uninfluenced  by  personal,  practice, 
and  service  area  characteristics.     Among  southern  pediatricians 
we  note  that  foreign  medical  graduates  are  somewhat  more  likely 
to  be  full  participants.     In  contrast,  we  note  that  among  non- 
southern  pediatricians  those  in  nonmetropolitan  areas  and 
those  with  lower  practice  costs  are  somewhat  more  likely  to 
be  full  participants.     The  latter  finding  is  particularly 
interesting  because  it  leads  us  to  believe  that  physicians 
with  higher  practice  costs  --  at  least  in  nonsouthern  areas  -- 
will  tend  to  limit  their  Medicaid  participation. 

There  is  a  striking  lack  of  effect  attributable  to  the 
economic  incentives  in  the  discriminant  function  for  southern 
pediatricians,   probably  because  the  southern  states- have 
established  comparatively  high  payment  levels  and  pay  Medicaid 
claims  relatively  quickly.     In  contrast,  both  higher  payment 
levels  and  more  prompt  claims  payment  are  associated  with  full 
participation  in  nonsouthern  areas.     Finally,   in  both  southern 
and  nonsouthern  areas,  higher  RMPI  scores  are  associated  with 
full  participation. 

This  comparison  of  the  determinants  of  full  and  limited 
participation  among  southern  and  nonsouthern  pediatricians 
suggests  that  the  southern  pediatrician's  decision  to  limit 
Medicaid  participation  is  based  to  a  greater  e.Ktent  than  the 
nonsoutherner '  s  decision  upon   facti^rs  other  than  chose  in- 
cluded in  this  r.o-iul.     I-\'r  l!.-,        .iL.-.crn  .eroup,    the  discri"  .  .-• 
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analysis  explair^s  only  14  percent  of  the  variance  as  compared 
with  26  percent  for  the  nonsouthern  group.     As  noted  in 
Chapter  5,  a  more  indepth  study  of  regional  differences  might 
reveal  other  factors  entering  into  the  southern  pediatrician's 
decision  to  limit  his  Medicaid  participation  such  as  attitudes 
toward  patients  of  various  racial  or  ethnic  groups,  or  toward 
poverty  populations,  or  toward  public  health  and  welfare  pro- 
grams.    The  implications  are,  at  any  rate,  that  state  policy- 
makers in  southern  areas  seem  to  have  relatively  fewer  options 
than  those  in  nonsouthern  areas  for  encouraging  greater  Medi- 
caid participation  among  pediatricians  currently  limiting 
their  participation. 
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Footnotes 


_         1.     The  southern  states,  by  U.S.   Census  definition 
include  Georgia,  Maryland,   Oklahoma,   Tennessee,   and  Texas. 

2.  Karen  Davis  and  Cathy  Schoen,  Health  and  the  War 

on  Poverty:     A  Ten  Year  Appraisal  (Washington,  D.C   •  TK^ 

Brookings  Institution,   19/8),   p.  75. 

3.  See,   for  example,  Elaine  M.  Gilliard,  Medicaid 
tor  the  Young  (Atlanta:     Southern  Regional  Council,  1977), 


4.     Davis  and  Schoen,  Health,  p.  75. 


Chapter  10 

SELF-REPORTED  VS.   BEHAVIORAL  INDICES  OF  PARTICIPATION 


Introduction 

One  of  the  objectives  of  this  study  is  to  find  out 
whether  or  not  pediatricians  have  accurate  knowledge  of  how 
much  they  participate  in  Medicaid.     Past  studies  have  ana- 
lyzed doctors'  self-reported  estimates  of  their  extent  of 
Medicaid  participation.^    These  studies  have  tacitly  assumed 
that  the  doctors'   self-reported  estimates  are  accurate  measures 
of  their  "true"  extent  of  participation.     Here  we  will  hold 
this  assumption  under  close  scrutiny.     Obviously  this  issue 
has  important  implications  for  the  evaluation  of  past  research. 
The  results  of  these  studies  must  be  held  in  question  if  we 
find  that  this  assumption  does  not  hold  true  --  that  is,  if 
we  find  that  doctors'   self -reported  estimates  are  not  reliable 
measures  of  their  "true"  extent  of  Medicaid  participation. 

Two  Indices  of  Medicaid  Participation 
Our  survey  has  two  sources  of  information  about  the 
doctor's  participation  in  Medicaid.     First,    the  interview 
asked  the  physician  what  percentage  of  his  practice  is  paid 
for  by  Medicaid.   --    i.e.,   his  self-reported  estimate.  Second, 
the  doctor  wa.,    :     ^-.i  lo   fill  ;_.ut  Patient  Records  for  a  sar.pLo  • 
of  approxiir.atc- '.     •    .  :  •  .-:!••••  .      i.-r'.L.s  who  came  t-->  his  off . .-. 
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during  the  week  following  the  interview.     For  each  of  these 
patients,   the  doctor  filled  in  the  expected  source  of  pay- 
ment.    By  aggregating  these  data  up  to  the  doctor,  we  can 
calculate  the  percent  of  the  patients  in  the  doctor's  sample 
for  whom  Medicaid  is  expected  to  pay.     We  have  aggregated 
data  for  660  doctors.     (Before  we  calculated  these  percent- 
ages, we  eliminated  from  the  sample  of  doctors  those  who 
filled  out  fewer  than  fifteen  Patient  Records.     It  was  felt 
that  percentages  based  on  fewer  than  fifteen  Patient  Records 
would  be  unstable,  and  therefore  should  not  be  included  in 
the  analysis.) 

Neither  one  of  these  indices  is  a  perfect  measure  of 
a  doctor's  "true"  rate  of  Medicaid  participation.     The  first 
index  --  the  doctor's  self-reported  estimate  --  is  subject 
to  many  different  types  of  error.     A  doctor  may  not  have 
accurate  knowledge  about  the  source  of  payment  of  many  of 
his  patients.     Also  a  doctor  may  feel  that  Medicaid  patients 
are  more  problematic  to  deal  with.     Consequently,   the  doctor's 
experiences  with  Medicaid  patients  may  be  more  firmly  im- 
planted in  his  mind,   causing  him  to  overestimate  his  partici- 
pation in  Medicaid.     For  similar  reasons,   a  doctor  who  finds 
it  especially  difficult  to  process  Medicaid  claims  may  be 
inclined  to  overestimate  his  participation. 

The  second  index  --  the  estimate  based  on  the  aggregated 
patient  record  data  --  is  subject  to  sampling  error.  Thac  i  , 
this   index  :nay  noi   r-e  ^^;uaL   i  lector's   "true"  extent: 
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participation  because  of  chance  variation  in  the  sample  of 
patients  for  whom  the  doctor  filled  out  Patient  Records. 
Because  of  this  chance  variation  in  the  sample,   the  sample 
of  patients  may  or  may  not  be  representative  of  the  doctor's 
entire  practice;   consequently,   the  index  based  on  the  aggre- 
gated Patient  Record  data  may  or  may  not  equal  the  doctor's 
"true"  rate  of  Participation.     However,   a  very  nice  property 
of  this  index  of  Medicaid  participation  is  that  it  is  an 
unbiased  estimator.     In  other  words,  the  more  Patient  Records 
a  doctor  fills  out,   the  more  accurate  this  index  of  Medicaid 
participation  will  be  (assuming  that  there  is  a  random  selec- 
tion of  patients  for  whom  Patient  Records  are  completed  -- 
an  assumption  which  will  be  analyzed  in  more  detail  below.) 
The  amount  of  sampling  error  for  an  individual  doctor  might 
be  very  large,  especially  if  he  filled  out  only  a  few  Patient 
Records.     However,   if  the  doctor  filled  out  a  lot  of  Patient 
Records,   the  amount  of  sampling  error  would  be  small.  The 
same  argument  holds  when  we  analyze  the  average  value  of  this 
index  for  all  660  doctors.     When  we  take  an  average  of  this 
index,   the  sampling  errors  for  the  660  doctors  tend  to  cancel 
each  other  out.      It  follows  that  while  there  may  be  a  large 
amount  of  sampling  error  for  any  one  doctor,   the  average  value 
of  this  index  for  all  660  doctors  should  be  very  close  to  the 
average  of  their  "true"  extent  of  Medicaid  participation 
(assuming  that  each  doctor's  sample  of  patients  was  randorr.lv 
selected  --        n   i -,  ,    L::ir   there   i  systeriatic  bias   in  i;.-- 
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way  the  samples  of  patients  are  chosen.) 

In  summary,   this  analysis  has  two  indices  of  Medicaid 
participation  --  the  doctor's  self -reported  estimate,  and 
the  index  based  on  the  doctor's  aggregated  Patient  Record 
data.     If  we  assume  that  the  samples  of  patients  are  randomly 
selected,   the  indices  based  on  the  aggregated  Patient  Record 
data  approach  the  doctor's  "true"  rate  of  participation.  The 
amount  of  sampling  error  will  be  small  if  the  number  of  Patient 
Records  is  large.     The  doctors'   self-reported  estimates  may 
be  biased  by  doctors  having  inaccurate  knowledge  or  false 
impressions  about  the  source  of  payment  for  their  patients. 
If  doctors  do  in  fact  have  accurate  knowledge  of  their  par- 
ticipation in  Medicaid,   the  two  indices  of  Medicaid  partici- 
pation should  be  approximately  equal;   that  is,   the  doctors' 
self -reported  estimates  should  be  approximately  equal  to  the 
indices  based  on  the  aggregated  Patient  Record  data.     In  other 
words,  one  can  analyze  the  accuracy  of  the  doctors'  percep- 
tions about  their  Medicaid  participation  by  comparing  these 
two  indices. 

Descriptive  Data  for  the  Two  Indices 
A  comparison  of  the  two  indices  of  Medicaid  participa- 
tion shows  that  doctors'  se 1 f -reported  estimates  tend  to  over- 
state their  participation  in  Medicaid.  The  average  value  of 
the  doccor.s'  se  1 1- reported  estimates  (QZIB")  is  13.0  percer.  •:  . 
The  average  v:ili.<_  of  the  doctors'  extent  of  pa  r  c  i  c  i  pat  ion  ;  ■ 
measuV'-i         ':i':e  s;  ■   rus-tco      ■.:  ;<.:•'.   KoCird  data   i,  iT!!;'^DLXi' 
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7.7  percent.     Thus,  Medicaid  participation  as  measured  by  the 
Patient  .Record  data  (which  is  expected  to  be  very  close  to 
the  doctors'   "true"  rate  of  participation)   is  only  about  60 
percent  of  that  measured  by  the  doctors'    self-reported  esti- 
mates.    (These  averages  are  for  the  660  doctors  for  whom  there 
are  valid  data  for  both  indices). 

Figure  10.1  displays  a  histogram  showing  the  number  of 
pediatricians  by  their  self -reported  estimates  of  Medicaid 
participation.     Figure  10.2  displays  a  histogram  for  the 
index  based  on  the  aggregated  Patient  Record  data.  Both 
indices  have  very  skewed  distributions.     However,   the  index 
based  on  the  Patient  Record  Data  (PCMEDEXP)   is  skewed  to  a 
greater  degree  due  to  the  fact  that  more  of  the  doctors  are 
concentrated  in  the  0  percent  -  5  percent  category. 

According  to  Figure  10.1,   93  of  the  pediatricians  are 
nonparticipants ;   that  is,   according  to  their  self-reported 
estimates,   0  percent  of  their  practices  are  devoted  to  Medi- 
caid patients.     In  the  past  analysis,  we  have  assumed  that 
these  doctors  have  consciously  decided  to  take  no  Medicaid 
patients.     As  a  result,    these  doctors  can  estimate  their  par- 
ticipation in  Medicaid  with  complete  accuracy.     In  this  way, 
the  nonparticipants  are  different  than  the  participants  who 
had  to  "guess"  what  their  extent  of  participation  was. 

This  dirference  between  participants  and  nonparticipants 
should  be  taken  xiwo  account  when  coi:iparing  the  two  particLpi- 
tion   mdicc.-.      i..-^-   :  .cl    rA:.i^   •  ;.c       r.p  ir  c  ic  ipants   treated  :\ 


FIGURE  10.1.  — HISTOGRAM  FOR  JOCTOR'S  SELF-REPORTED  ESTIMATES 
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Medicaid  patients  is  borne  out  by  the  Patient  Record  data. 
None  of  the  Patient  Records  filled  out  by  these  doctors  were 
for  patients  paid  for  by  Medicaid.     (Run  319).    Thus,   the  two 
indices,  Q21B  and  PCMEDEXP,  are  in  perfect  agreement  for  these 
doctors  --  they  both  equal  0  percent.     However,   for  the  par- 
ticipants,  there  is  a  lot  of  disagreement  between  these  two 
indices.     The  disagreement  is  due  to  the  fact  that  these  doc- 
tors do  not  have  accurate  knowledge  about  their  Medicaid  par- 
ticipation,  sampling  errors  for  the  Patient  Record  data,  and 
other  factors  that  will  be  discussed  below. 

The  variable  DIFF  was  computed  by  subtracting  PCMEDEXP 
from  Q21B.     In  other  words,  DIFF  measures  how  much  greater 
the  doctor's  self -reported  estimate  is  than  the  index  based 
on  the  aggregated  Patient  Record  data.     The  average  value  of 
DIFF  for  all  660  doctors  is  5.3  percent.     Figure  10.3  is  a 
histogram  for  the  frequency  distribution  of  DIFF.     (Run  y/417)  . 
The  histogram  shows  that  the  values  of  DIFF  range  from  -40 
percent  to  +70  percent.     The  mode  of  the  distribution  is  at 
zero;   i.e.,   the  doctors  for  whom  the  two  indices  are  in  per- 
fect agreement.     There  were  116  doctors  for  whom  DIFF  equals 
zero.     However,   93  of  these  doctors  were  nonpar ticipants  who 
probably  should  be  excluded  from  this  analysis.     Excluding  the 
nonparticipants   in  the  analysis  increases   the  amount  of  dis- 
crepancy betv.een  che  two  indices  .     VJhen  one  excludes  the  non- 
parties pints    fr,;-   :he  ar.ulysts    (i.e.,    those   for  whom  021B=0V, 
tb.e  aver';._L-  value      \      -if-vt,;-       .  i       ti-.^Les   is    15.  I  perct.'  "  . 
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the  average  value  of  the  aggregated  Patient  Record  Data  is 
8.9  percent,   and  the  average  value  of  DIFF  is  6.2  percent. 

Before  analyzing  any  further  the  large  difference  be- 
tween the  average  values  of  these  two  indices,  we  must 
investigate  a  methodological  issue  --  whether  or  not  there 
is  any  systematic  bias  in  our  Patient  Record  data. 

Possible  Bias  in  the  Patient  Record  Data 
In  order  for  the  aggregated  Patient  Record  data  to  be 
an  unbiased  estimator  of  the  doctor's  "true"  extent  of  Medi- 
caid participation,   it  is  necessary  to  assume  that  the  doctor's 
sample  of  patients  was  randomly  selected.     In  other  words,  V7e 
must  be  sure  that  there  is  no  systematic  bias  in  the  way  in 
which  patients  were  selected  for  this  part  of  the  analysis. 
The  Patient  Record  data  was  gathered  in  the  following  way. 
After  their  personal  interviews   (in  which  they  gave  their 
self -reported  estimates  of  Medicaid  participation) ,  doctors 
were  asked  to  participate  in  a  second  phase  of  the  study.  The 
doctor  was  asked  how  many  patients  he  was  likely  to  see  during 
the  week  following  the  interview.     The  doctor  was  then  asked 
to  fill  out  a  Patient  Record  form  for  every  fifth,  every  third, 
every  second,  or  every  single  patient  visit  of  the  survey  week. 
A  sampling  fraction  was  assigned  to  each  doctor  on  the  basis 
of  his  expected  number  of  patient  visits   for  that  week,   so  as 
to  obtain  a  Carget  number  of  thirty-five  Patient  Records  fro~i 
eacli  doctor.      (L:   nhe  doctor  said  ib.nt  he  '.vas  not  seeing  an;.' • 
patient.i    in   the  -^cci--    r.'lLtv;in.-   i:  j    i  :\zervie:-: ,   he  was  asked  • 
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fill  out  the  Patient  Records  in  the  next  week  in  which  he 
would  see  patients.) 

The  question  of  whether  or  not  this  method  caused  a 
systematic  bias  in  the  sample  can  be  divided  into  two  parts: 

(1)  Were  the  patients  chosen  to  be  in  the  sample  representa- 
tive of  all  the  patients  that  the  doctor  saw  that  week? 

(2)  Were  the  patients  that  week  representative  of  the  patients 
that  the  doctor  saw  that  year? 

It  seems  unlikely  that  the  method  by  which  patients 
were  chosen  during  the  survey  week  would  lead  to  serious  bias 
in  the  Patient  Record  data.     This  method  of  collecting  data 
on  patient  visits  was  adapted  from  the  National  Ambulatory 
Medical  Care  Survey,  which  has  successfully  collected  data 
on  ambulatory  medical  care  for  many  years.     One  might  argue 
on  technical  grounds  that  choosing  every  n ' th  patient  does 
not  constitute  a  random  sample.     However,   this  method  of 
selecting  a  sample  (known  as  sequential  sampling)  is  a  source 
of  bias  only  in  unlikely  situations,   such  as  a  receptionist 
organizing  a  doctor's  schedule  so  that  every  other  patient  he 
saw  was  a  Medicaid  patient. 

The  second  issue  --  whether  or  not  the  patients  of  the 
survey  week  were  representative  of  the  patients  that  the  doc- 
tor saw  during  the  entire  year  --   is  a  much  more  probable 
source  of  bias   in  the  Patient  Record  data.     The  Patient 
Records  tilled  or.t:  bv  the  doctors  '.-.'ore  for  patients'  visits 
during  a  pur:    J  bcLv.uen  .iuiv  .-.ad  LMj^crr.ber  of  1973.     A  percen". 
distribution  of  the  ■.■iii=-]M3   ;.v  :"-:nth   is   shcv.-n   in  Table   I'  . 
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TABLE  10.1--THE  DISTRIBUTION  OF 
PATIENT  RECORDS  BY  MONTH 


Month 

Number 

Percent 

July 

2,313 

8 . 1% 

August 

16.004 

56.2%  • 

September 

4,609 

16.2% 

October 

1,162 

4.1% 

November 

4,154 

14.6% 

December 

244 

0.9% 

TOTAL 

28,486 

100.0% 
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Note  chat  Che  majority  of  the  patients  are  concentrated  in 
the  monch  of  August.     Is  it  possible  that  the  patient  visits 
for  this  month  are  not  representative  of  the  doctors'  year- 
round  practice?     And,    if  so,   could  this  be  the  cause  of  the 
discrepancy  between  the  doctors'   self-reported  estimates  and 
the  doctors'  aggregated  Patient  Record  data? 

One  way  to  answer  these  questions  is  to  look  at  "the 
percent  of  the  Patient  Records  for  which  Medicaid  is  the  payer" 
for  each  month.     These  data  are  provided  in  Table  10.2,  Table 
10.2  shows  that  Medicaid  participation  does  appear  to  vary  by 
month.     The  percent  of  Patient  Records  paid  for  by  Medicaid 
varies  from  a  high  of  9.5  percent  in  July  to  a  low  of  5.8 
percent  in  September.     (Due  to  the  small  number  of  PRFs  in 
December,  the  data  for  this  month  are  combined  with  those  for 
November.)     However,   the  data  in  Table  10.2  do  not  support  the 
argument  that  the  Patient  Records  understate  Medicaid  partici- 
pation.    In  fact,   it  appears  that  Medicaid  participation  is 
slightly  above  average  for  the  month  of  August,    the  month 
given  heaviest  weight  by  the  analysis.     Of  course,  different 
conclusions  might  be  drawn  if  we  had  data  for  a  whole  year  -- 
i.e.,   from  January  to  December.     Nevertheless,    the  data  available 
do  not  support  the  notion  that  "seasonality"  of  the  Patient 
Record  data  has  caused  Medicaid  participation  to  be  under- 
stated.    Consequently,    there  appear  to  be  no  compelling  reasons' 
to  believe   that   Ir.e   large  discrepancy  between  the  self-reported 
index  of  Medic^::  ;  ;•  ir:  iciparinn        i  '."rie   index  based  on  the 
aggregated  TiLicn'-   :        v  :  i ..  ..ii.e   tc  sample  bias. 
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TABLE  10. 2. --PERCENT  OF  PATIENT  RECORDS  FOR  WHICH 
MEDICAID  IS  THE  SOURCE  OF  PAYMENT  BY  MONTH 


Month  %  of  Patient  Records 

Paid  by  Medicaid  n 


July  9.07o  2,313 

August  8.57„  16,004 

September  5.8%  4,609 

October  7.0%  1,162 
November/ 

December  6.3%  4, 398 


TOTAL 


7.7% 


28,486 


-282- 


Coraparins  the  Two  Indices 
In  this  section  comparisons  will  be  made  between  the 
self-reported  index  of  Medicaid  participation  (Q21B)  and  the 
index  based  on  the  aggregated  Patient  Record  data  (PCMEDEXP) . 
Two  questions  will  be  analyzed:     (1)  How  closely  are  these  two 
indices  related?     (2)  What  factors  are  associated  with  doctors 
overstating  their  Medicaid  participation.     Linear  regression 
will  be  used  to  analyze  both  of  these  questions. 
The  Relationship  between  Q21B  and  PCMEDEXP 

Although  the  values  of  the  self-reported  index  (Q21B) 
are  higher  than  the  index  based  on  the  aggregated  Patient 
Record  Data  (PaEDEXP) ,   these  two  indices  have  a  strong  posi- 
tive relationship  with  each  other  --  a  Pearson  correlation  of 
+.77.     This  correlation  coefficient  is  based  on  the  sample  of 
the  567  doctors  who  (1)  gave  valid  data  for  both  indices;  and, 
(2)  who  participate  in  Medicaid  (Q21B > 0) .     The  relationship 
between  these  two  indices  can  be  further  described  through  the 
use  of  regression  analysis.     The  first  column  of  Table  10.3 
shows  a  regression  equation  in  which  Q21B  is  regressed  on 
PCMEDEXP.     Note  that  the  one  independent  variable  explains 
almost  59  percent  of  the  variance.     An  analysis  of  the  residuals 
of  this  regression  shows  that  there  are  10  doctors  who  are 
statistical  outlyers.     For  the  purposes  of  this  part  of  the 
analysis,   a  doctor  is  considered  to  be  a  "statistical  outlver" 
if  the  residual   :   r  ihis  regression  equation  is  greater  than 
+  3.0  standar  !  .icviat  ions.      In  ;-:e:-.criI.   these  are  the  doct~.r 
WHO  did  a  p  :r  1  1  cu ;  •  r  1  ■.    :  ■  :    1   :.   .  :      .. :  :      tin.'   their  extent 
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TABLE  10. 3. --REGRESSION  ANALYSIS  OF  THE  DOCTORS' 
SELF-REPORTED  ESTIMATES  OF  MEDICAID 
PARTICIPATION   (Q21B)   ON  THE  AGGREGATED 
PATIENT  RECORD  INDEX  (PCMEDEXP) 


Entire 
S  amp 1 e 

Sample 
with 
Outlyers 
Removed 

Independent 
Variable 

Regression 
Coefficient 

Regression 
Coefficient 

PCMEDEXP    Participation  Index 
based  on  aggregated 
Patient  Record  Data 

0.856''"'^ 

0.897  — 

Constant 

7.479 

6.660 

r2 

0.587 

0.655 

N 

567 

557 

-  significant  at  p  .05 

-  significant  at  p  .01 


-284- 


Medicaid  particiaption.     These  ten  outlyers  obscure  the  system- 
atic relationship  between  Q21B  and  PCMEDEXP  for  the  rest  of 
the  doctors  in  the  sample.     Thus  the  relationship  between  the 
two  indices  can  be  shown  to  be  even  stronger  when  the  outlyers 
are  removed  from  the  analysis.     Removing  the  outlyers  increases 
the  correlation  between  Q21B  and  PCMEDEXP  from  +.77  to  +.81. 

The  second  column  of  Table  10.3  displays  the  results  of 
the  regression  equation  when  the  outlyers  are  removed  from  the 
sample.     Note  that  the  single  independent  variable  explains 
66  percent  of  the  variance.     The  regression  constant  of  6.66 
is  the  expected  value  of  Q21B  for  doctors  who  filled  out  no 
Patient  Records  for  Medicaid  patients;  that  is,  doctors  for 
whom  PCMEDEXP  =0.     For  those  doctors,   the  difference  between 
the  doctor's  self-reported  index  and  the  aggregated  Patient 
Record  data  was,  on  average,   6.7  percent  (assuming  that  the 
assumptions  of  linear  regression  are  met).     Note  that  the 
regression  coefficient  is   .90  --  a  value  less  than  one.  This 
indicates  that  the  expected  value  of  Q21B  increases  only  0.9 
percent  for  every  1.0  percent  increase  in  PCMEDEXP.     As  a 
result,    the  difference  between  the  expected  value  of  Q21B  and 
PCMEDEXP  decreases  for  doctors  with  high  extents  of  Medicaid 
participation . 

Factors  Associated  with  the  Overes timation 
■  2' i-caid  Participation  


Earlier   in   •.  p.  i  s   chapter,    the  •■-•ariable  DIFF  was  defined 
as   the  val'u-     :   ■  .  i  i.  :..i :v.i.-,   -J.c  va  !  ,.c    .f  PCMEDEXP .     The  var:  1 
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DIFF  measures  the  amount  by  which  doctors  overstate  their 
participation  in  Medicaid.     This  section  analyzes  the  deter- 
minants of  DIFF. 

There  are  several  factors  which  will  determine  the 
accuracy  with  which  the  doctor  perceives  his  participation  in 
Medicaid.     These  factors  can  be  divided  into  three  categories: 
(1)  factors  which  determine  how  directly  involved  the  doctor 
is  in  the  billing  of  patients;   (2)  problems  with  Medicaid 
participation,  which  may  cause  Medicaid  patients  to  be  more 
firmly  implanted  in  the  doctor's  mind;  and  (3)  attitudes  and 
preconceived  notions  of  the  doctor  which  might  influence  his 
self-reported  estimate. 

The  Involvement  of  Doctors  in 
the  Billing  of  Patien"t¥ 

Doctors  who  are  most  active  in  the  billing  of  patients 
should  have  the  most  accurate  knowledge  about  the  source  of 
payment  for  most  of  their  patients.     The  following  three  vari- 
ables are  expected  to  be  associated  with  the  doctors'  involve- 
ment in  billing  procedures: 

1 •     Percent  of  time  spent  in  administrative  activities. 
Doctors  who  spent  a  large  amount  of  their  time  in 
administrative  activities  should  have  more  accurate 
knowledge  of  which  patients  are  being  paid  for  by 
.'■!edicai .     Thus,    the  percent  of  time   the  doctor 
spends         administrative  activities    (Dl)    is  expec^c'j 
nc  i:  ivulv  a~>  ^    i         ;       rh  DIFF. 
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hiring  more  nonphysician  personnel  than  solo 
practices  or  partnerships.     Often  one  of  the 
employees  will  be  given  the  task  of  taking  care 
of  all  of  the  billing,   in  which  case  the  doctor 
would  be  less  involved  in  the  billing  process 
and  consequently  have  less  accurate  knowledge 
about  the  source  of  payment  for  his  patients. 
Consequently,   it  is  expected  that  the  value  of 
DIFF  will  be  greater  for  doctors  in  group  practices. 
This  variable  (Q27)   is  dichotomous,  having  a  value 
of  one  if  the  doctor  is  in  a  group  and  zero  if  he 
is  not, 

3 •     The  number  of  full-time-equivalent  employees  per 
doctor.     In  practices  which  hire  a  large  number  of 
nonphysician  personnel,   the  doctor  is  less  likely 
to  be  directly  involved  in  the  billing  of  patients. 
Consequently,   the  number  of  full-time-equivalent 
employees  per  doctor  (D5)   is  expected  to  have  a 
negative  effect  on  DIFF. 

Problems  with  Medicaid  Participation 

Many  doctors  feel  that  Medicaid  provides  inadequate 
reimbursement  for  the  services  rendered,   and  that  the  bureau- 
cratic red  tape  associated  with  Medicaid  participation  is 
especially  cur?.ber-  :r.e .     These  problems  associated  with  Medi- 
caid particiDa::    -  -t.-  ca.ise  a  d-c:  .r's  :-:edicaid  patients  'o 
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problems  will  cause  a  doctor  to  overestimate  his  Medicaid 
participation . 

1 .  Percent  Medicaid  payment  is  of  the  current  usual 
fee  for  a  routine  medical  follow-up  office  visit. 
Doctors  were  asked  to  report  what  their  current 
usual  fee  was  for  a  variety  of  different  services. 
For  each  of  these  services,   the  doctor  was  asked 
to  report  the  amount  of  the  expected  payment  from 
Medicaid.     These  two  values  were  used  to  calculate 
the  percent  that  the  Medicaid  payment  was  of  the 
doctor's  current  usual  fee  for  a  follow-up  office 
visit  (J3C) .     This  variable  is  expected  to  have  a 
negative  effect  on  DIFF. 

2 .  Percent  of  Medicaid  claims  returned  to  doctor's 
office  for  additional  work.     The  doctors  were  asked 
to  report  the  percent  of  Medicaid  claims  returned 
to  their  offices  for  additional  work  (Q55) .  This 
variable  is  expected  to  have  a  positive  effect  on 
DIFF. 

3.  Number  of  weeks  for  payment  from  Medicaid.  The 
questionnaire  asked  the  doctors  the  average  number 
of  weeks  it  took  to  receive  payment  from  Medicaid 
(Q56)  .  ■  This  variable  is  expected  to  have  a  positive 

.    effect  on  DIFF. 

4.  T'p.e  nur.'rcr  .  :"  yrinutes   required  Co   fill  out  a  Medi- 
c  >  i  i  ^:  v:  i  ■ : :    .      .  -  -    .  •  <-    '-  '•-  ' : '  ;^  ;  .  :'  ■  •   . :  o  r'  o 
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report  the  number  of  minutes  required  to  fill 
out  a  Medicaid  claim  (Q57) .  This  variable  is 
also  expected  to  have  a  positive  effect  on  DIFF. 

Attitudes  and  Preconceived  Notions 

A  doctor's  perception  of  his  participation  in  Medicaid 
may  be  influenced  by  attitudes  and  preconceived  notions  about 
Medicaid.     These  influences  may  cause  the  doctor's  self- 
reported  estimate  of  his  participation  in  Medicaid  to  be 
biased.     Several  possible  sources  of  this  sort  of  bias  are 
discussed  below: 

1 .     Opinions  about  the  responsibility  of  government 

to  provide  medical  care  to  the  poor.     The  question- 
naire asked  the  doctor  to  agree  or  disagree  with 
the  following  statement:     "It  is  the  government's 
responsibility  to  ensure  that  medical  care  is 
available  to  those  who  cannot  affort  it."     If  a 
doctor  feels  that  government  does  not  have  the 
responsibility  to  provide  medical  care  to  the  poor, 
he  may  feel  that  Medicaid  patients  are  especially 
burdensome,   causing  him  to  overestimate  his  partici- 
pation in  Medicaid.     This  variable  (Q6R)  is  di- 
chotomous,   having  a  value  of  one  if  the  doctor  agreed 
with  the  statement  above,   and  having  a  value  of  zero 
if  he  diJ  not.     This  variable   is  expected  to  have 
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Per  capita  income  in  the  doctor's  zip  code  area. 
Doctors  who  do  not  have  accurate  knowledge  of  their 
participation  in  Medicaid  may  estimate  their  par- 
ticipation on  the  basis  of  the  characteristics  of 
the  patients  they  treat.     Doctors  who  practice  in 
low- income  neighborhoods  may  assume  that  most  of 
the  patients  they  treat  are  eligible  for  Medicaid. 
As  a  result,   there  may  be  a  tendency  to  overestimate 
the  extent  of  Medicaid  participation  in  neighbor- 
hoods with  low  per  capita  income.  Consequently, 
it  is  expected  that  the  per  capita  income  in  the 
doctor's  zip  code  area  (C6R)  should  have  a  negative 
effect  on  DIFF. 

Percent  of  patients  who  are  black  or  hispanic. 
It  is  commonplace  knowledge  that  the  black  and 
hispanic  minority  groups  have  lower  average  incomes 
than  the  white  population,  and  that  consequently 
they  are  disproportionately  represented  among  Medi- 
caid recipients.     Doctors  who  have  little  knowledge 
about  the  source  of  pa>Tnent  for  their  patients  may 
be  under  the  false  impression  that  most,  or  all, 
of  their  black  and  hispanic  patients  are  Medicaid 
recipients.     The  questionnaire  asked  the  doctor  to 
estiiT.ate  the  precent  of  his  practice  that  is  black 
and  the  percent   chat   is  hispanic.      Ic   is  expected 
thai   the.      ::::         rhest-   t:-:  ^   :  e  rcent:a.:e:D    (DIO)  has 
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4.     Length  of  time  practicing  in  the  community.  The 
accuracy  of  a  doctor's  knowledge  about  the  source 
of  payment  for  his  patients  should  be  directly 
related  to  how  well  he  knows  his  patients,  which 
is  associated  with  the  amount  of  time  he  has  spent 
practicing  in  the  community.     The  questionnaire 
asks  the  doctor  to  report  the  number  of  years  he 
has  practiced  in  the  community  (Q24) .     It  is  ex- 
pected that  this  variable  will  have  a  negative 
relationship  with  DIFF. 

The  Results  of  the  Regression  Analysis 

Table  10.4  shows  the  results  of  the  regression  analysis 
in  which  the  dependent  variable  DIFF  is  regressed  on  eleven 
independent  variables  listed  above.     In  general,   the  eleven 
variables  do  a  very  poor  job  of  explaining  the  variance  in 
DIFF.     Only  4.6  percent  of  the  variance  is  explained.  Only 
two  of  the  independent  variables  are  significant  --  the  per 
capita  income  in  the  doctor's  zip  code  area,   and  the  percent 
of  the  doctor's  patients  who  are  black  or  hispanic.     It  thus 
appears  that  the  degree  to  which  doctors  overestimate  their 
participation  in  Medicaid  is  determined,   to  some  degree,  by 
the  characteristics  of  the  patients  they  treat. 

Implications  for  the  Evaluation  of  Past  Research 

It  has  been  established  that  tloctcrs'    s  e  I  f- reported 
estimates  grearl;.'  exai/.y e ra te  cp.eir  :  •.rticlpation  in  Medic  ii  : 
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TABLE  10.4. --REGRESSION  ANALYSIS  FOR  DIFF  --  THE 
DIFFERENCE  BETVJEEN  THE  DOCTOR'S  SELF-REPORTED 
ESTIMATE  OF  MEDICAID  PARTICIPATION  AND  THE 
INDEX  BASED  ON  THE  AGGREGATED  PATIENT  RECORD  DATA 


Independent 
Variables 


Beta 


Dl      7o  of  time  in  administrative  activities 
Q27    Group  practice 

D5      #  of  full-time  employees  per  doctor 
in  practice 

J3C    7o  Medicaid  payment  is  of  current  usual 
fee  for  follow-up  office  visit 

Q55    7o  of  Medicaid  claims  returned  to 

doctor's  office  for  additional  work 

Q56    #  of  weeks  for  payment  from  Medicaid 

Q57    il=  of  minutes  required  to  fill  out 
Medicaid  claim 

Q6R    Agree/Disagree  that  government  should 
provide  medical  care  to  poor 

C6R    Per  capita  income  in  doctor's  zip 
code  area 

DIO    7c,  of  patients  who  are  Black  or  Hispanic 

Q24    #  of  years  doctor  has  practiced  in 
community 


-0.044 
0.035 

0.065 

0.041 

0.019 
-0.051 

-0.050 

0.026 

-0.111- 
0. 100-' 

0.003 


R 
N 


0.046 

485 


sienificant  at  p  .05 
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The  final  section  of  this  chapter  considers   the  iraplications 
of  this  finding  for  the  evaluation  of  previous  analyses  of 
the  determinants  of  Medicaid  participation,   all  of  which  have 
analyzed  self-reported  estimates.     The  conclusions  of  this 
section  will  be  based  on  two  regression  equations  one 
analyzing  the  self -reported  estimates  of  Medicaid  participa- 
tion (Q21B) ,  and  the  other  analyzing  the  index  based  on  the 
aggregated  Patient  Record  data  (PCMEDEXP) .     If  the  results 
of  these  two  analyses  are  different,   then  one  can  conclude 
that  the  use  of  self-reported  estimates  as  the  dependent  vari- 
able of  a  multivariate  analysis  may  produce  misleading  results 
If  this  is  the  case,   then  the  findings  of  past  research  must 
be  considered  suspect.     On  the  other  hand,   if  the  results  of 
the  two  regression  analyses  are  similar,   then  additional  sup- 
port is  given  to  the  findings  of  past  research.     Even  though 
the- mean  of  the  self-reported  estimates  is  greater  than  the 
"true"  extent  of  participation,   one  can  conclude  that  the  self 
reported  estimates  and  the  "true"  extents  of  participation 
have  the  same  set  of  determinants. 

One  methodological  issue  must  be  considered  before 
performing  these  two  regression  analyses.     In  one  respect, 
these  two  indices  of  Medicaid  participation  are  not  exactly 
comparable.     A  doctor  who  gave  a  se 1 f- reported  estimate  of 
07o  (that  is,   a  doctor  for  whom  Q21B  =  0)  was  considered  to  be 
a  "nonparticipanc "  ,    and  tiiese  doctors  v:ere  excluded  from 
the  sample  in   Lh-    -^iLy^is  cf  ■  .  ■  ciii      f  ileJicaid  pare:.; 

pation.      In  other       :'  \  i  ,    i:.-:-   n'---         I-^ci^va    \\\   -^r.^  san.:  . 
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for  whom  Q2iB=0.     Hov/ever,   this  is  not  the  case  with  PCMEDEXP , 
'che  participation  index  based  on  the  aggregated  Patient  Record 
data.     The  fact  that  PCMEDEXP  equals  zero  does  not  necessarily 
indicate  that  a  doctor  is  a  nonparticipant .     If  a  doctor  sees 
only  a  few  Medicaid  patients,   it  is  quite  possible  that  none 
of  them  were  picked  to  be  in  the  sample  of  patients  for  whom 
he  filled  out  Patient  Records.     It  follows  that  PCMEDEXP 
equals  zero  for  many  doctors  who  are  Medicaid  participants, 
especially  if  they  have  low  extents  of  Medicaid  participation. 
Thus  Q21B  and  PCMEDEXP  differ  in  that,   for  this  sample  of 
doctors,  zero  is  not  a  permissible  value  for  Q21B  but  it  is 
a  permissible  value  for  PCMEDEXP.     This  difference  has  im- 
portant implications  for  how  we  perform  the  two  regression 
analyses . 

The  earlier  chapters  analyzed  the  log  of  the  extent  of 
the  doctors'   self -reported  estimates  of  their  participation 
in  Medicaid.     This  log  transformation  was  used  so  that  the 
assumptions  of  linear  regression  were  more  closely  satisfied. 
When  the  extent  of  participation  was  transformed  in  this  way, 
the  residuals  of  the  regression  analysis  were  more  evenly 
distributed  and  more  closely  matched  the  normal  distribution. 
Therefore,   in  order  to  make  the  comparisons  betxvreen  the  re- 
gression analyses  of  Q21B  and  PCMEDEXP,   the  dependent  vari- 
ables will  no^  be  t.rans  formed .     Consequently,   the  regression 
equations  in  this  ooctlon  are  not  comparable  to  those  in  pr-j- 
vious  chancers.  r.'r.e  r  l.- :  1 1     -f  this  analysis  may  bc 

reiiablc   <in^u  :  .v:-;Li    ;..s  of   linear  regresoion  ire 
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as  well  satisfied. 

The  results  of  the  two  regression  analyses  are  shown 
in  Table  10.5.     These  regression  analyses  are  based  on  the 
sample  of  doctors  for  whom  there  is  valid  data  for  Q21B, 
PCMEDEXP,  and  all  of  the  independent  variables  of  the  regres- 
sion equations.     Except  for  the  difference  in  the  sample  and 
the  dependent  variables,   these  regression  analyses  are  iden- 
tical to  that  shown  in  Table  6.9. 

In  many  respects  the  regression  equations  in  Table  10.5 
are  quite  similar.     Note  that  there  is  total  agreement  in 
the  signs  of  the  regression  coefficients  for  the  two  equations. 
Also  the  regression  coefficients  are  nearly  equal  for  many 
of  the  independent  variables.     With  one  exception,   the  set 
of  variables  significant  at  the  (p<.05)   level  is  identical 
for  both  regression  equations.     This  exception  is,   "the  niam- 
ber  of  active  physicians  per  100,000  population",  which  had 
a  significant  effect  for  the  self-reported  estimates,  but 
was  not  significant  for  the  aggregated  Patient  Record  data. 
There  are  several  other  minor  discrepancies  between  the  two 
equations.     The  regression  constant  for  the  self -reported 
estimate  is  -11.3,  v;hile  it  is  -16.9  for  the  index  based  on 
the  aggregated  Pat:  lent  Record  data.     The  difference  between 
the  values  of  tr.c   regression  constant  apparently  reflects 
the  difference  be L^n  the  mean  values  of  the  two  dependent 
variables.     An         :■   \r.pc-clnnt  Jifference  is   that  the  regres- 
sion coefficic:-    :    -  i  •     _;rsenent"   for   the  anal;-- 
sis  of  PCMELtEXr   .                     .i   <yj  .  of  •.-.•hat  it  is   f •  -r  the 
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TABLE  10. 5. --REGRESSION  ANALYSES  OF  THE  SELF-REPORTED 
ESTIMATE  OF  bEDICAID  PARTICIPATION  AND  THE  INDEX 
BASED  ON  THE  AGGREGATED  PATIENT  RECORD  DATA 


Self-reported 
Estimate  (Q21B) 

Aggregated 
Patient  Record 
Data  (PCMEDEXP) 

(unstandardized 
regression 
coefficients) 

(unstandardized 
.regression 
coefficients) 

Age 

-0.0235 

-0.0180 

Place  of  medical  education 

12.379** 

12.699** 

Board  certification  status 

-1.581 

-1.549 

Responsibility  of  society  to 
ensure  that  medical  care  is 
available 

2.699 

1.851 

Nonphysician  personnel  costs 

0.0130* 

0.0144** 

Zip  code  area  per  capita 
income,  1970 

-0.00261 

-0.00194 

Active  physicians  per  100,000 
county  population,  1976 

-0.01190* 

-0.00235 

Estimate  of  proportion  of  zip 
code  area  population  on 
Medicaid,  1978 

1.294** 

1.150** 

Size/type  of  community 

2.171 

0.874 

State  Medicaid  reimbursement 
for  a  follow-up  office  visit 

1.050** 

0.584* 

Percentage  of  time  a  Medicaid 
claim  is  returned  to  office 
for  additional  work 

-1.201 

-1.211 

Elapsed  weeks  between  billing 
and  payment  of  Medicaid  claims 

-1  .031 

-0.330 
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TABLE  10 . 5 . --Continued 


Self -reported 
Estimate  (QzlB) 

Aggregated 
Patient  Record 
Cata  (PCMEDEXP) 

(unstandardized 
regression 
coefficients) 

(unstandardized 
regression 
coefficients) 

Minutes  spent  completing  a 
Medicaid  claim 

0.140 

0.870 

Revised  Medicaid  Program 
Index.  1978 

0.667*^' 

Constant 

-11.304 

-16.872 

r2 

0.262 

0.244 

N 

525 

525 

F  (14,510) 

12.950 

11.788 

"--significant  at  p  .05 
"'"--significant  at  p  .01 
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analysis  of  Q21B.     In  other  words,   the  effect  of  Medi-caid 
fees  on  the  extent  of  participation  is  less  in  the  analysis 
of  the  aggregated  Patient  Record  data  than  it  is  for  the 
self-reported  estimates . 

The  striking  similarities  of  these  two  regression 
equations  suggests  that  self -reported  estimates  are  in  fact 
a  reliable  source  of  information  about  the  determinants  of 
the  extent  of  Medicaid  participation.     In  this  respect,  this 
analysis  supports  the  findings  of  past  research.  However, 
as  pointed  out  earlier  in  this  chapter,   self -reported  esti- 
mates greatly  overstate  the  amount  of  physician  participation 
in  Medicaid.     It  follows  that  estimates  of  the  mean  extent 
of  Medicaid  participation  provided  by  past  research  are  quite 
likely  too  high  --  possibly  by  a  factor  as  large  as  607= . 
This  exaggeration  of  the  extent  of  participation  will  bias 
other  types  of  analytical  statistics  which  are  computed 
using  the  mean  value  of  the  dependent  variable.     For  example, 
past  studies  have  calculated  elasticities  for  the  independent 
variables  of  their  analyses.     These  elasticities  are  computed 
using  the  mean  of  the  dependent  variable,    the  extent  of  Medi- 
caid participation.     It  follows  that  a  bias  in  the  mean 
extent  of  Medicaid  participation  would  result  in  a  bias  in 
the  values  of  the  elasticities. 
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NATIONAL  OPINION  RESEARCH  CENTER 
University  of  Chicago 

Survey  of  Pediatricians'  Participation  in  Hedicaid 

CONTROL  FOLDER  .[Includes:     FACE  SKEET  (p.  1), 
T^LEPHO^E  SCREEKINC;  FORM  (pgs.  2  £.  3),  N-I-R  (p.  4)] 
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12-16/ 


(Interviewer's  Nac^a)  (lacervieuir  <>) 
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'  n 

(Interviewer's  Name) 
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PM 
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PM 
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PM 


Thursday 
to.  AM 


to 


PM 


Friday 
to . 


to 


_AH 

PM 
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RECORD  OF  CALLS  -  TELEPHONE  SCRZQIING 


Date 


Time 


Type  of 
Contact 
(Pers. /Tel.) 


Results 


Initials 


FINAL  RESULT  OF  TELEPHONE  SCREENING: 
Appointment  for  Induction  interview: 


(Day) 


(Date) 


(Time) 


(Piece) 


N-I-R 


Notified  Assigned  Interviewer:   

(Date)  (Time) 

(Fill  out  p.  4)  -  Notified  supervisor  or  Chicago  Office  of  N-I-R:  

(Date) 


INDUCTION  I 
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Time 
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-2-  DECK  08 

TELEPHONE  SCREENING  F0R21 

Hello,  Dr.   .     This  is  (YOUR  NAllE)   £roj  cr.a  l-lacioaal 

Opinion  Research  CenCer  of  Che  University  of  Chicago.     I'm  reprc^encing  die 
American  Academy  of  Pediatrics  on  a  survey  of  Pediatricians'  Participition  ia 
Medicaid  Programs.    You  have  probably  received  a  letter  froui 
of  the  Academy. 


IF  PHYSICIAN  UEFUSES  OR  BREAKS  OFF  ANY  TDiE  DURING  SCREEKER,  GO  10  Q.  10. 


IF  DOCTOR  DOES  NOT  RE21EMBER  LETTER;     READ  EXCERPTS  FROM  THE  LETTER 

1.  First,  I'd  like  to  verify  that  your  primary  specialty  ie  pediatrics.     Is  that  ri 

Yes    1  i 

No   (ASK  A)   2 

A.    What  is  your  specialty? 

  (RECORD  AND  DISCONTINUE) 

2.  Is  your  main  practice  office  based? 

Yes    1  1 

No  ...(DISCONTINUE)   2 

3.  Did  you  practice  in  this  same  community  during  all  of  1978? 

Yes    1  1 

No  ..  .(DISCONTINUE)   2 

4.  Do  you  spend  at  least  20  hours  a  week  in  this  practice? 

Yes    1  2 

No  ...(DISCONTINUE)   2 

5.  Is  any  part  of  your  main  practice  a  prepaid  practice? 

Yes  . .  (disconti:;ue;   i  2 

No    2 


6. 


How  -dr./   -.liiv  s  1  c  L      ■.  ,  liiCl^lin,' 


are  associated 
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7.      We  have  your  address  as  (READ  ADDRESS  SHOWN  ON  LABEL  OH  PAGii  i).     Is  uliaC 
the  correct  address  for  your  office? 

Yes   ,   1  li,; 

No   (ASK  A)   2 

A.     IF  NO;    What  is  the  correct  address  and  telephone  nuraber  of  your  office 
where  you  see  ambulatory  patients?     IF  MORE  THAN  Otl£  OFFICE, 
RECORD  SECOND  OFFICE  UNDER  Q.  8. 


8.      Do  you  regularly  care  for  ambulatory  patients  at  any  other  office  location? 

Yes  ...(RECORD  ADDRESS  AND  PHONE  NUMBER  OF. EACH)....  i  25/ 
No    2 


9.       I  would  like  now  to  arrange  an  appointment  within  the  next  -week,  to  see 
you.     The  interview  should  last  about  40  minutes.     V.'hat  would  be  a  good 
time  for  you? 


RECORD  DAY,  DATE,  AND  TIME  OF  APPOINPi-lENT  ON  APPROPRIATE  LINE  OF  RECORD 
OF  CALLS. 


Thank  you  for  your  tice,   Dr.   ,    I'll  see  you  then. 


10.     IF  DOCTOR  R£rUS>::S    '.      'J.^'i  AN  Ai^PO  INDENT: 

Well,   Doctor,    1,:  .:>r.        .  .-r.c    ,ichtion  right  now;     About  what 

percentage        y    .-      . ■  ■  :•■       '  '   '  ■  ^'.eJicdid? 


NON-IHTERVIEW  REFURT  (H.I.R.l  Ann  fuiM  ptsPOSITIOtlS 


llilZ  OFfIce"  PAHTtCIPATE  IN  THIS  SURVEY,   FILL  OUT  VHIsl...  AI  0  „ai:r.   SUP.:.V,S,  K  OR 


1.     What  was  Che  reason  the  doccor  did  not 
participate  la  this  study? 

0uc-of-3cope  .   (ANSWER  Q.  2)   1 

Retired   2 

Deceased    3 

Moved  out  of  PSU  .  (ANSWER  Q.  3)  ....  4 
Unavailable  during  reporting 

period  (ANSWER  Q.  4)  ....  5 

Temporarily  not  in 

practice  ....   (ANSWER  Q.  4)  ....  6 

Refused  (ANSWER  Q'3.5-9)     .  .  7 

Break-off    ....  (ANSWER  Q's.5-9)     .  .  8 

Other  (SPECIFY)   9 


2.     IF  OUT-OF-SCOPE:    Describe  physician's  practice 
or  medical  activities  which  define  him  as 
ouc-of-scope. 


IF  MOVEP  QUI  OF  PSU  ENTER  NEW  ADDRESS: 


B.     ENTER  TRANSFER  INFORMATION  BELOW  IF 
APPROPRUTE: 


PSD  NAME: 


INTERVIEWER'S 
NAME: 


DATE  TRANSFERRED: 


IF  UNAVAILABLE  PORING  RIPORTING  PERIOD  OR 
TEMPOR-^RILY  Ngl  IN  PRACTICE: 

A.    Why  is  doctor  unavailable  or  not  in  practice? 


B.     By  what  date  do  you  think  he  will  be 
available? 


5.     REFUSED  OR  8REAK-0FF  PRIOR  TO  CQ^fVERSION  ATTEMPT: 
At  what  point  in  the  procedures  did  tita  refusal 
or  break-off  occur? 


During  :elephone  screening 

Curing  ir.diiccioa  m :e . e-.- 

A  C  c  e  r  1  n  i  u  c  t ;  n  :  t  p  r  1  :  r  : 
I  assigned  reporting    :a   j  . 

I  Ac  reiinae  r  c  a  i  1  .    .  . 

<!  During  assigned  repjr:ir.g 
:iJ--.-jeK  ca  1  I      .    .    .  . 


1 


REFUSED/BREAV-OF!:-  yKlOR  TO  CC 
3y  whon? 

DocCor  '.   .   .  1 

Doctor  through  Cursa    2 

Nurse/Secrocary    3 

Receptionist    4 

Office  Managar/AdalniscraC-r    5 

Ocher  Office  Staff  (SPECIFY)    6 


7.     R£FUS£D/ER£AK-OFF  PRIOR  TO  COir.'E R  HON  ATrilir. 


What  reason  was  given?     (RECORD  VERJiAIlM) 


DATE  THE  R£FUSAL/BPi:AK-OFF  PRIOR  TO  CONVERSIG 
ATTEMPT  WAS  REPORTED  TO  CHICAGO  OFFICE: 


MONTH 


BJ  LU 

DAY  YEAR 


9.     CONVERSION  ATTEMPT  RESULT: 

Doctor  agreed  to  participate    I 

Doctor  refused    2 

No  conversion  attempt    3 


10.     DATE  OF  THIS  REPORT: 


MONTH 


DAY 


YEAR 


11.     YOUR  SIGNATURE: 


FOR    OFFICE  L'SE  ON'LY 

IF  CON-VERSION  ATTEMPT  WAS  ^V^DE  ENTER: 

Converter's  Name; 
Incervieuer  No, : 


.1 


FINAL, DISPOSITION  OF  THIS  CASE: 

Participated    I 

Refused  before  reporting  ueeic   2 

Break-oft  during  reporting  -eeK    j 

Out-of- scope   '.    .    .  i 

Retired                                                     ....  5 

rece.ised    .  ...6 

.  n  )■■■  3 1 '.  lb  Le    :.rin^  rcoor:-.:.  .    .                     .  " 


CONr  XJEUIUL 
MORC  -  4286 


OFFICE  USE 
ONLY; 

BATCH  i> 


LOG  it 


07-08/ 
09-12/ 
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BEFORE  STARTING  INTERVIEW 

ENTER  PHYSICIAN  ID  NUMBER 
IN  BOX  TO  RIGHT. 


'ilYSICi.AN  ID  it 


01-OA/ 


m 


TIME 

AM 

BEGAN 

'  PM 

13-14/ 


15/ 


Doctor,  this  survey  consists  of  three  interrelated  tasks. 


First,  I'd  like  to  ask  you  some  simple  questions  about  your  understanding  of  Kadic^-id, 
*v'V,  your  attitudes,  and  experience  with  it,  and  a  few  questions  about  you*  o\m  pi;actice. 

^V'?  Then  I  want  to  leave  with  you  some  forms,  called  Patient  Record  Forms,  for  you  to  record 
■      certain  information  about  a  sample  of  the  patients  who  come  to  your  office  next  w^ek. 
^  '^Viil'll  explain  these  forms  to  you.    They  are  very  simple  and  each  one  should  take  only 
;V«''a  minute  or  so  to  fill  out. 

^f'.'.^And  then,  finally,  in  about  six  months,  we  will  write  or  telephone  your  office  for 
'f'S^;  information  on  the  fees  you  charged  for  those  patient  services,  the  amount  paid,  and 
the  source  of  payment. 

"i  V'AU  of  this  information  is  being  gathered  from  a  representative  fiample  of  pedi  a'cici  ^au 

in  some  thirteen  states.    The  aggregated  results  will  be  reported  publicly,  but  all 
v?!:^  ' individual  responses  will  of  course  be  completely  confidential,  and  the  data  uill  hi^ 
;^  of  great  value  to  the  American  Academy  of  Pediatrics. 

0'. 

f.Y^Vl'd  like  to  begin  with  a  few  questions  about  the  way  Medicaid  works  in  your 
VA;^?:  state.  { 


1. 


As  f{ 


Ear  aa  you  know,  is  any  state  money  used  to  pay  for  Medicaid  services 
in  your  state,  or  is  the  Medicaid  program  funded  entirely  by  the  federal 
government? 

State  money  used    1 

Entirely  federal  govetnuent  2 
Don  '  t  know    2 


16/ 


I 
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In  your  state,  is  the  amount  of  services  paid  for  by  Iladicaid  liui^o.i  i.i 
any  way--that  is,  are  there  limits  on  the  nuLubci-  of  vioicj  co/c^eJ,   c.  w 
nufflber  of  hospital  days  covered,  or  any  other  li^iits? 

Yes,  there  are  limits   (ASK  A)...,.  i 

'  No,  no  limits   ,  .  ,  2 

Bon '  t  knov;   , ,  y 

A.    IF  YES;    Are  these  limits  set  by  the  federal  government  or  by  thi 

Federal    1 

State   , ,  2 

Both    3 

V         .  Don't  know   8 


3.;;   As  you  understand  the  Medicaid  program  in  your  state,  will  Medicaid  pa/ 
for  services  to  patients  not  receiving  welfare  payment,  or  do  they  cover 
\i     only  welfare  patients? 

..      .  .  >        .'  Pay  for  non-welfare    l 

^  ■  Only  welfare  , .  2 

Don't  know   8 


4.      Is  the  Medicaid  program  in  your  state  administered  by  the  state  public 

^  >     health  department,  or  by  the  state  welfare  department,  or  by  another  agency? 

>             .                                                           Public  health    1 

■      -  ■        ■•  ■    •                                            Welfare    2 

.                                      Other  agency   3 

Don  '  t  know   8 


5.  '.  As  you  may  know,  the  Early  and  Periodic  Screening,  Diagnosis,  and  Treatment 
program,  rthat  is,  EPSDT,  is  included  in  all  state  Medicaid  programs.     A3  far 
:j,  as  you  know,  in  order  to  be  paid  for  by  Medicaid  in  your  state,  must  the 

»  .'-.EPSDT  screening  examination  be  provided  by  the  public  health  department  only, 
by  a  private  physician  only,  or  can  it  be  provided  by  either? 


1  / 


■■•>'k"^    •  •   :  Public  health  departaenc  only    1 

.  '  Private  physician  ynly    2 


22/ 


23/ 
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Now  I'd  like  CO  ask  about  your  opinions. 

6.      Some  people  believe  it  is  the  reaoon^,- Ki' i  ^ 

-nc,   to  insure  that  medical  c      'is    v  ^u'tr^H"'''  f 

xt.     Do  you  agree  with  that  strong  ;/Ig  !^^':.i°haJ"di:  '"'^^^ 

disagree  strongly?                              ^    ^  so^a»./hat,  disagree  ac^^what,  or 

Agree  strongly   i 

Agree  somewhat    2 

Disagree  somewhat   3 

Disagree  strongly    4 

 .  Don't  know,  don't  care   8 

J    »  6""u  JOB,  a  rair  job,  or  a  poor  job? 

Excellent    ^ 

Good  job   2 

I                                                                                  Fair  job    ^ 

Poor  job    ^ 

Don't  know   3 

^j,^a .... .... a':L'::r™„::^^:\':^.rr--'.,tL^ 

A  great  deal    1 

A  moderate  amount    2 

Hardly  any    3 

None  at  all    4 

 ^^^^                                Don't  know   g 

pay  a  lot  of  attention  To  1  t^     v'^onr"'  " 

little  attention,  or  none  at  alH  ^^tent.on,  very 

A  lot  of  attention    1 

Only  scrae  attention    2 

^  •  ''■'ery   Uttle  attention    3 

Hone   at   all    ^ 

Do:\  '  c  know    , 


24/ 
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10.  Have  you  ever  participated  in  your  state's  Medicaid  program-- that  ib,  havi 
you  ever  received  payment  from  Medicaid  in  this  state? 

Yes   (GO  TO  Q.   11)   1  25/ 

No   (SKIP  TO  Q.    12)   2 

IF  YES  TO  Q.  10,  ASK; 

11.  Do  you  now  accept  all  Medicaid  patients  who  contact  you,  only  some,  or  none? 

All   (SKIP  TO  Q.   13)..     1  27/ 

Only  some   (ASK  A)   2 

None   (GO  TO  Q.   12). . .  3 

IF  ONLY  SOME; 

A.    Which  of  the  arrangements  listed  on  this  card  best  describes  your  current 
participation  in  Medicaid? 


Accept  Medicaid  patients  for 

acute  but  not  for  preventive  care  ...     1  28/ 

Accept  Medicaid  patients 
up  to  a  percentage  of 

patient  load   (ASK  1)....  2 

Accept  Medicaid  patients 

on  a  case-by-case  basis    3 

(1)     IF  ACCEPT  UP  TO  PERCENTAGE  OF  PATIENT  LOAD:     What  percentage? 


29-30/ 

1 

(PERCENT) 
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'^12.    I'd  like  to  ask  about  several  treaaons  uhy  a  qoccc*  t^ijl'it  dcciwi  '£ 

participation/ CO  limit  participation)  in  HeJicaicio    Aa  I  re-;J  Ooch,  j-iji-- 
Cell  ce  if  it  is  a  very  inpovtant  reason,  a  uz^i:i,u2t  i;Lp3rtiac  iJCi.-ii 
or  not  at  all  important  in  your  oun  dacisioa. 


Very 
important 

Somewhat 
inportant 

'   ifot  Lli 
ii^oy  t£nl: 

A. 

Not  all  health  care  services 
are  covered  by  Medicaid 

1 

2 

3 

31/ 

B. 

It  takes  too  long  to  ccuplete 
the  necessary  paperwork 

1 

*> 

3 

32/ 

C. 

It  takes  too  long  to  receive 
payment  from  Medicaid 

1 

2 

3 

33/ 

D. 

Medicaid  program  regulations 
are  too  complex 

1 

2 

3 

34/ 

E. 

Medicaid  payments  are  too  low 

1 

2 

3 

35/ 

F. 

Medicaid  payments  are  unpredictable 

1 

2 

3 

36/ 

G. 

Medicaid  program  regulations 
interfere  with  providing 
high-quality  medical  care 

1 

2 

3 

37/ 

H. 

Problems  such  as  broken 
appointments  and  language 
barriers  make  it  difficult 
to  treat  Medicaid  patients 

I 

z 

3 

JO/ 

I. 

I  usually  don't  treat  the 
type  of  patient  v/ho  is 
eligible  for  Medicaid 

1 

2 

3 

3W 

J. 

There  are  few  Medicaid 
eligibles  in  this  area 

1 

2 

3 

40/ 

K. 

I  am  opposed  to  governEent 
involvement  in  health  care 

1 

2 

3 

41/ 

L. 

I  don't  have  time  Co 
see  more  patients 

1 

2 

3 

42/ 

IF  DOCTOR  HAS  NEVER  ?A.^ .  ;    ..■.-..lJ    IN  MiD .  ■_'  ,  i  J   *  ".:0"    IN  Q.    10),    S:;.l'   iw  >] .  17. 
^  OTHERWISE,    SKIP    Fo  {}.  1-*. 


! 
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^--^--^ASK  Q.   13  ONLY  IF  DOCTOR  ACCEPTS  ALL  MEDICAID  .Pi'i;i£'Ji'>l..IiiiL Ji- 

13.     I'd  like  to  talk  about  several  problems  that  doctors  SG:jar.ir.:; j  er-.  v:  .r.i.^i 
when  dealing  with  the  Medicaid  program.     As  i  read  each  prcblc:.-^  ;.L;i,'.,i 
tell  rce  if  it  causes  you  a  great  deal  of  trouble,   only  noma  troublj,  ar 
no  trouble  at  all. 


A  great  deal 
of  trouble 

Only  soui 
trouble 

 .J 

A 

A. 

Not  all  health  care  services 

are  covered  by  Medicaid 

1 

2 

3 

43/ 

B. 

It  takes  too  long  to  complete 
the  necessary  paperwork 

1 

2 

3 

C. 

It  takes  too  long  to  receive 
payment  from  Medicaid 

1 

2 

3 

45/ 

D. 

Medicaid  program  regulations 
are  too  complex 

I 

2 

3 

46/ 

E. 

Medicaid  payments  are  too  low 

1 

2 

3 

47/ 

F. 

Medicaid  payments  are  unpredictable 

1 

2 

3 

48/ 

G. 

Medicaid  program  regulations 
interfere  with  providing 
high-quality  medical  care 

I 

2 

3 

49/ 

H. 

Problems  such  as  broken 
appointments  and  language 
barriers  make  it  difficult 

to  treat  Medicaid  patients 

I 

2 

3 

50/ 

IF  DOCTOR  HAS  EVER  PARTICIPATED  IN  MEDICAID  ("YES"  TO  Q.    10),  ASK  QS. 
14.     We  have  been  talking  about  problems  that  a  doctor  might  encounter  providiu^ 
medical  care  to  Medicaid  patients.     Have  you  ever  personally  cont^ctad 
a  professional  organization,   such  as  a  local  pediatrics  society  or  medical 
*  society,  about  any  of  these  problems? 

Yes   (ASK  A)   .     1  51/ 

,  No    2 

A.     IF  YES:     How  satisfied  were  you  with  the  results  of  that  con  t  ac  c  - --uoii  Id 
you  say  conpletely  sarisfied,  very  satisfied,  luoderately  satisfied, 
slightly  satisfied,   or  not  satisfied  uc  all? 

J  .  Couipletelysacisfic-J    1  ^  ■!■  ' 


Very  s a  1 1  s  f  i '.id 
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15.  H^.ve  you  ever  contacted  an  elected  jjublic  ociir.i.iL  ;  L.;,ii    I'w         i/.;,.  ;x/rcri 
^       with  Medicaid? 

)  ''"'-i   •  .  ■  (.'.Si^  A;   i 

iio   ...    .  7 

A.     IF  Y£S:     Kow  s?zisfieC  v\;re  yoa  -.'Ltli   n.c   .^...:ic^   -.i   lull  c,>,^:.:,.-  ,o.aa 
you  say  completely  saciifiad,  very  s^tiiiiiJ,  L.Giojauely  iaci:.  ;]■,.. i , 
slightly  satisfied,   or  noc  Qacieficd  at  all? 

Coiiip        ]  y  3atiy£i^(i  1 

Very  satisfied  .   2 

Hoderately  aatiafiad  3 

Slightly  satiafied  ........  4 

Mot  satisfied  at  all  ......  5 

16.  Have  you  ever  contacted  Medicaid  profr.'n  idninis trators — cither  in  yo'^ic 
local  area  or  at  the  state  or  national  level — about  any  of  these  pi.obleia3? 

Yes   (ASK  A)   1 

No    2 

A.     IF  YES;     How  satisfied  were  you  with  the  results  of  that  contnct-- 
completely  s.itisfied,  very  satisfied,  moderately  satisfied,  sliglicly 
satisfied,  or  not  satisfied  at  all? 

Completely  satisfied    1 

^  Very  satisfied    2 

Moderately  satisfied    3 

Slightly  satisfied    4 

Not  satisfied  at  all    5 

ASK  EVERYONE; 

17.  During  a  typical  work  week,   about  how  many  hours  altogether  would  you  say 


you  yoursel f  spend  at  administrative  activicies  connected  with  your  ."iracticoi 
Include  such  activities  as  filling  out  health  iiiiurance  f onus ,  billia^ 
patients,  and  dealing  with  personnel  or  financial  matters  of  the  practice. 

Hours  spent  on  administrative  activities: 


18.     About  how  many  hours  would  you  say  you  spend  at  medical  or  prof  ess lon.i  1 

activities   in  a  typical  week?     Include  hours  sp-jut   in  the  office,    time  iipeuc 
on  house  calls   including  travel,    time  spent  on  hospital  rounds,   hours  spec.C 
in  a  clinic  or  other  medical   facility,   ronsultuig  with  other  piiysiciaas,  a.id 

time  devoted  to  other  p  r r  o  s  s  i  ona  1  activicies.   ^ 

Hours   spent  o:t  r.-- i  i  r  a  1  /  p  ro  fe  s -)  i  o  na  1  .icLivities: 


19.    SUM  RES?or;sh;s  to  q.  i/  I  Si  .^j::; 
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20.     A.     Appro::iaia:ely  whac  pc.Cci.L-^,^  uc  ivil:ic.iL^  ds&  of  ui: 

such  as  Cr.icano,  Puerto  Rican;   o^-  Cub  in? 


B.     About  what  percent  of  your  patieats  are  Black? 


21.     About  what  percentage  of  your  patients 


A.     are  covered  by  Blue  Shield  usual, 

customary,  or  reasonable  (UCR)  policies? 


"Tpercenij" 


PERCENT 


07-09/ 


10-12/ 


B.     are  covered  by  Medicaid? 


C.     are  covered  by  Part  B  of  Medicare? 


D.     are  covered  by  coaimarcial  insurance 

companies  (Aetna,  Travelers,  etc.)? 


E.    have  no  coverage  by  third  party  payers? 


L 


13-15/ 
16-18/ 
19-21/ 
22-24/ 

25-27/ 


22.     Aside  from  patients  whose  care  is  paid  for  by  Medicaid,  arc  you  currently 

accepting  all  new  patients  who  contact  you,    only  ecue,  or  no  new  patieats? 

All  new  patients   1 

Only  souie   .  =  .    2 

Hone      3 


18/ 


23.     How  frequently  do  you  treat  patients  who  may  be  unable  to  pay  their  biils 

for  your  services,  but  are  not  covered  either  by  a  public  or  private  healcli 

plan--always ,  sometimes,  or  never?  ..  /.n'  >^ 

'  Always   ....CASIC  A;....  i 

S  ome  t  ime  s  ....•••(  ASlC  A ) .  .  .  .  2 

Never    3 

IF  EVER  TREAT: 

A.     When  you  treat   Civj^ie  patients,   do  you  reduce  or  waive   the  fi;e   to  Ll.e 
pa  t  ie  nc--a  1  w-i/ 3  ,   s     j  t  ir^c  s  ,   or  ne/er? 

Always    i 


29/ 


30/ 


Some  t  Lice  s 


How 


32/ 
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f-:^      25.    Here  is  a  list  of  several  profeLsioutl  o.v. ulk,^ ci.oi 


A.     Are  you  a  Ciucber  of  any 
of  these  organizationj ? 


1 


American  Medical 
Association 


American  Academy 
of  Pediatrics 

Ambulatory  Pediatric 
Association 


3  J/ 


35/ 


?ki.£i£'ii.  "iM'J,  ill  -2-    -  = 
B.     How  ort^n  do  you  att^.  J 
■iaeecinga — reguli.ly,  ceo.'- 
aionally,  or  hardly  c''c^-? 


Regularly 


Occasion- 
ally 


Uai'dly  ever 


American  Pediatric 

Society  i 

State  Medical  Society  1 


37/ 


39/ 


41/ 


Local  (county  or  city) 
medical  society 


43/ 


26.    Were  you  born  in  the  United  States? 


Y08 

No  . 


27.    Do  you  have  a  solo  praccice,  or  are  you  asacciated  uith  other  i^hyuiciaua 
in  a  partnership,  in  a  group  practici,  or  in  jcj-e  other  viy? 

Solo   ,  (ASiC  A)   1 

Partnership                .  .  (GO  TO  Q,  28 )   2 

Group  practice   (GO  TO  Q.   28)   3 

Ocher  (SPECIFY  AxiD  GO  TO  Q.  2ti) 


34/ 

36/ 

38/ 

40/ 

42/ 
44/ 


45/ 


46/ 


IF  SOLO  PRACTICE: 

A.  Do  you  share  any  ei^peiisea  wich  other  phyoicians? 

i>is   (ASK  Li)   I 

No   (SKIP  TO  i^.    3  0   2 

B.  IF  YES:     With  ho-j  ...r./  phyjiciL.ju  jo  /cu  share  the  costa  a  .ici. 

per^o,...,: '.  :  " 


47/ 


I 

•  ■  I 


40  -49/ 
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IF  PARTNERSHIP,  GROUP,  OR  Olili-R,  AS.-i  OS  /6~i2: 

28.     How  many  other  physicians  are  acjociacad  "iia  /^■■.'l 


07-08/ 


29. 


What  are  the  aain  specialties  of  tiie  other  physicians  a^iJOv 
FOR  EACH  SPECIALTlf  MEUTIOuED,  ASK  A  AND  B. 


Hov;  many  of  these 
physicians  i/ork  at 
least  20  hours  a 
week  for  this 
practice? 


CIRCLE  "1"  IF 
MENTIONED: 


1.    Anesthesiology    .  . 


2.     Family  practice  .  . 


3.    General  practice 


4.    General  surgery  .  . 


5.  Internal  Medicine  . 

6,  Obstetrics/ 

Gynecology     .   .  . 


7.     Orthopedic  surgery 


8.  Pediatrics 


9.  Radiology  .  .  . 
10.     Other  (SPECIFY) 


09/ 

14/ 

19/ 

24/ 

29/ 

34/ 

39/ 

44/ 

49/ 

54/ 


NTJIiBER  OF  PHYSICIANS 


10-11/ 
15-15/ 
20-21/ 
25-26/ 
30-31/ 
35-36/ 
40-41/ 
45-46/ 
50-51/ 
55-56/ 


cJ  with 


Uj:/  Liany  of  these 
phyiicia.is  i/ork 
liiss  than  20  houi.-„ 
a  week  for  this 
practice  ? 

trUliBER  OF  Pir/SICIAii. 


12-1. 


17-lc 


22-23, 


27-2o 


32-3i 


37-36 


42-; 


47-4l 


52-5i, 


57-j. 


30.     Who  usually  maksa   the   final  decision  r.bojt  ^cLting   fees  for 


Each  pl'iysician  sets  o'.'n  fees 


5', 


JolIcCti.j    ic:!^!^!!  by  physic  i  

•  . :  ■  1  ■  ■ :  ;  ii   pi'  a  :  t  i  ce   , 
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31.    Who  usually  makes  the  cin^l  Jaci:.i.a  ■■o-l 

patients?  "     "  '■'^  ^-d^j^  us.ui„^ia 

t^^u  .UysLcL.u    J 

Eo:.i.-iJ  of  direcuora    2 

Etcil  p.iybician  „   1 

Colleccive  decidioa  by  phyaicisua 

asaociated  uith  practice    2 

Boiird  of  directots    3 

Other  (SPECIFY) 

   — .   4 

ASK  EVERYONE; 

T'SrT  '"'"^  "^^"^""^  y°-'-  e::peaditurao 

in  1978?""  ^""^  ""^^  operating  er.pensea,  of  thia  practice 


Gross  Revenue: 


Refused  .  .  (ASK  A)    7 

IF  REFUSAL  ON  THIS  ITEM.  ASK  A; 

A.     Can  you  tell  me  if  your  total  gros^  revenue  for  this  practica  in  1978 
was  more  or  less  than  (IF  SOLO  PRACTICE:    $70,000/IF  PMTilEIiSdl?  OR 
GROUP:  $300,000)? 


09-15/ 


iiore  .  . 
I.ea s   . . , 
Refused 


34. 


In  1978,  hou  many  non-physician  euployees  ■..•ere  there  in  your  practice? 


16/ 


Total  i.'oii-^liy a i c i dii  Employe 


as 


17-18/ 


(IF   '00",  GO  TO  Q.  39) 


-12- 
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A.    Of  Che  non-physician 
employees  in  your 
pract:ic3  in  1973, 
how  aany  -..ere  -   .  . 


secretaries , 
bookkeepers , 
receptionis  ts , 
or  office 
managers  ? 


26-27/ 

m 

None  (GO  TO  2)... 00 


r.  i  Lvj.eCh^r  , 

bOi'  many  hcji 

peraca/ iinoic. 
people)  '.;ork 
par  weelc? 

TOTAL  HOURS 
PER  WEEK 


28-31/ 


i^i^l.^!  '.aekiy 
a  a ] i  r /  for 
(tiijC  parson/ 
clioji  people)? 


32-36/ 


□ 


2.  registered 
nurses? 


37-38/ 


None  (GO  TO  3)... 00 


48-49 


3.  licensed 
practical 
nurses? 


None  (GO  TO  4)... 00 


medical,  X-ray, 
or  laboratory 
technicians 
or  aides? 


59-60/ 

None  (GO  TO  5)... 00 


5.     highly  trained 
physician  ex- 
tenders such  as 
physician  assis- 
tants, nurse 
practitioners?  None 


07-08/ 


00 


39-42/ 


4^-47/ 


50-53/ 


Qxm 


54-58/ 


61-64/ 

□  ^  Li: 


1J3 


65-69/ 


:.JCI.^  DECK  05 


09-12/ 
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37.     Doctor,   the  last  questions   i  ii^  o  couc^^;.  ^  ./ur  ei^piiriCiic^i  v/iLr.  cci.cr  thi-ird 
party  payers  such  as  Blu3  i.Jeld  o.  oLnoi;  ^^ri. -aC-:  ir.iurdrica  pl^ns.  Ihey 
can  be  an^-./^rad  aither  by  yoi:  or  Ly  s. w.  ;i  omi   bt^f£  ',;o         ....^  lidjltli 

insurance  fcmj   for  the  practice-  -(  uich  >  .>iiJ  prefviv? 

Doci.or  iiio'.  cVb   ...V.CO        .- )  ^  .  . .  1 

So-:20i-;o  olsc  awD  ,"ird   .(CO  TO  33;  2 


13/ 


A.     IF  DOCTOR  PREFERS  TO  AKb^JER  QUiZSTIGr.'S ,  COKTIt:UE  UITH  QS.  39..6'' 
THEN  EXPLAIN  THE  USE  OF  TilE  PATIE.,T  Rf.COiUJ  FORilS. 


38.     IF  DOCTOR  PREFERS  TO  HAVE  THE  PAYiiENT  SOURCE  QUESTIONS  ADMINISTSRED  TO 
SOMEONE  ELSE  IN  THE  OFFICE,  ASK  FOR  TtiAT  PERSON'S  NAME  AiFD  POSITION: 


(NAME  5  (POSITIOIlj 


'  THEN  SKIP  TO  QUESTION  63. 


L  J  10  J 

"14- 


These  questions  relate  to  '..'uat  .j.^/i 


DECK  05 

IF  DOCTOR  HAS  NO  PATIENTS  HI  A  fARTXCuLAk  n  r.  c^£  OF  cOVEtL^.CE 


THAT  COVERAGE  AND  GO  TO  TliE  i:E:,r  QU;  iTlo;:. 
IF  PLAN  DOES  NOT  COVER  SERVICE,   CIRCIE  "2"  , 


A.  a  physical 
examination 
of  a  well 
new-born  in 
the  hospital 

PLAN  DOESN'T 
COVER  SERVICE. . . 


39. 

Wiac  is  (your/ 
Dr's)  current 
usual  fee  foi-; 


40. 


CI.;CL: 

ii-Al  S£K-'iC£  kL<u  ^•i..  AiiJiJi 
1. 


"i"  FOR 
-..r  SERVICE. 


B.  a  well  child 
office  visit 


PLAN  DOESN'T 
COVER  SERVICE, 


C.   a  routine  med- 
ical follow-up 
visit  in  your 
office 


PLAN  DOESN'T 
COVER  SERVICE. 


D.  a  follow-up 
medical  visit 
in  hospital 
on  day  after 
patient  ad- 
mitted 

PLAN  DOESN'T 
COVER  SERVICE. . . . 


iujj^osc:  a  pa- 
tictiL  i  i  Cuv'cired 
by  Blue  Shield, 
Ho'v  much  do  you 
expect  to  re- 
ceive in  pay^r.ent 
f  or : 


CIRCLE  1  IF 
FT.  COVERED.. 1 

KO  PATIENTS 

COVERED  2 

_  34/ 


19-21/ 


Suppose  a 

tient  id  Co/.ircd 
by  a  major  pri- 
vate insurance 
company,  lion 
much  do  you  ex- 
pect to  receive 
in  payment  for: 

CIRCLE  1  IF 
FT.  COVERED.. 1 

NO  PATIENTS 
COVERED . .  2 

  50/ 


35-37/ 


996 


S  u o  s  a  3  p  a  - 
tic:nt;  is  covered 
by  Medicaid,  How 
much  do  you  ex- 
pect to  receive 
in  payn;e.-it  for: 


CIRCLE  1  IF 
PT.  COVERED.^ 1 

KO  PATIENTS 

COVERED  2 

 66/_ 


51-53/ 


J 

996 


22-24 

$ 

67-69/ 


996 


□ 


996 


25-27/ 


4i-43/ 


s 


Z8-30/ 


996 


955 


 I0z22/ 


996 


57-59/ 


996 


BE;IN  DECK  0 
07-09/ 

LTD 


996 


-46/ 


996 


50-5  2/ 


99o 


I>  1_2/ 

yj 

)96 
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SKIP  TO  INSTRUCTION  Oti  TOP  OF  PAGE  18. 
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i.  IM  Q.  40) , 


43.    About  what  percent  of  the  ti.:.e  i; 
office  for  diditional  v;ork? 


Shieli  v.laiui  retiiLiit-d  l.>  /cur 


19-21/ 


(P^pCENT) 


44.     About  hew  uany  weeks  does  it:  cake  blue  Shield  co  make  payment? 


dumber  of  ve&kai 


45.     About  how  many  minutes  does  it  take  to  fill  out  a  claim  for  Blue  Shield? 


22-23/ 


Number  of  minutes: 


24-25/ 


46.    How  willing  is  Blue  Shield  to  work  v;ith  you  when  there  is  a  problem  or 
question  concerning  an  individual  claim? 

Very  \;illing   1 

Somewhat  willing    2 

Somewhat  unwilling   3 

Very  unwilling    4 

Hot  applicable,  R.  has  nevev 

contacted  plaa  about  proble^i   3 


47.     How  frequently  would  you  say  the  procedures   for  filing  Blue  Shield  clai:-s 
are  changed? 

Veiry  frequently  i 

Frequently  *   2 

Iiif  i.-equent  ly   3 

Very  infrequently  .........  4 


48.     How  predictable  is  Blu_e  Shield  ia  the  aiiount   they  pay  for  (your/doccoi:.' o 

Very  predictable  

So,.:ewl;aC  predictable  

oj...ewhac  unpred  i  c  L  jl,  :  ... 


26/ 


27/ 


28/ 


L318J 
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INTERVIEWER:  IF  DOCTOR  HAS  lXj_  yA'i'iCliiS  COVfci-CD  £Y  0\:\£k  f kIVAIc  RJSUU^iJvJL  (i;0  PATIENTS 
COVERED  IN  Q.  41),  SKIP  TO  iNSvRUCTIC.lS  0:!  TCP        i'AGE  T? . 

49.    About  what  percent  of  the  ciu-t  is  ^  p.-ivai:j  J.iiiuraiica  cliiu  dCUL-aed  to 
your  office  for  additional  uor'.v? 


rPERCENTT 


29-31/ 


50.     About  how  many  weeks  does  it  take  a  private  insurance  coiapa.iy  to  make  pa/iant? 


Number  of  weeka: 


51.    About  how  many  minutes  does  it  take  to  fill  out  a  claim  for  a  private 
insurance  company? 


Nvuaber  of  minutes: 


32-33/ 


34-35/ 


Not  applicable,  R.  has  never 
contacted  plan  about  problem 


53.     How  frequently  would  you  say  the  procedures  for  filing  private  insurance 
claims  are  changed? 

Very  frequently    1 

Frequently    2 

Infrequently    3 

Very  infrequently    4 


36/ 


52.     How  willing  are  private  insurance  companies  to  work  with  you  when  there 
is  a  problem  or  question  concerning  an  individual  claim? 

Very  willing    1 

Souiewhat  willing   2 

Somewhat  unwilling   3 

Very  unwilling    4 


37/ 


54,     How  predictable  are  firi  vaie   inuurj.ice  ccapanieo   in  the  amounc    they     av  ror 
(your/doctor ' a  )    T-r  /icea? 

Very  predictable    i 


38/ 
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INTERVIEUER:  IF  DOCTOR  R.^S  10  PAXl^iiii  Li.  U^LCAVh  dlO  PAVIiJTS  COvEUiD  li!  Q,  42), 
SKIP  TO  Q.  61. 

55.    About  what  percent  of  the  tima  is  j  a^Jicaid  _l:.iiu  recurr.ed  to  ycuf  ofcico 
for  additional  uork.? 


rPERCEHf)' 


39-41/ 


56.    About  how  many  weeks  does  it  take  iledicaid  to  uidka  pajTcent? 


Mumber  of  v/eeha : 


57.    About  how  many  minutes  does  it  take  you  to  fill  out  a  claim  for  Medicaid? 


Number  of  minutes: 


Medicaid? 

42-43/ 


44-45/ 


'"1 


Not  applicable,  R.  has  never 

contacted  plan  about  problem    5 


59.    How  frequently  would  you  say  the  procedures  for  filing  Medicaid  claims 
are  changed? 

Very  frequently    1 

Frequently   2 

Infrequently    3 

Veiry  infrequently    4 


60.    How  predictable   is  Mcdicai 


d  in  the  a.-noanC    they  pay  for  (  y  ou  r  /  Joe  tor  '  s ) 


services : 


Very  predictable 


S  neuhat   pre  lie  table 


46/ 


58.    How  willing  is  Medicaid  to  work  with  you  when  there  is  a  problem  or  question 
concerning  an  individual  claim? 

Very  willing    1 

Somewhat  willing    2 

Somewhat  unwilling    3 

Very  unwilling   4 


47/ 


48/ 


1320J 
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61.     About  how  many  ueeka  do.o  ii  Ca!  e  ■^,.ii.i^i.t^  i  . 
payments  for  service*? 


j  ^^9-50/ 


62.     About  how  many  minutes  does  it  caha  to  prvjpa^re  an  invoice  for  direct  bilLii.g 
of  patientL.? 


Umber  of  minutes: 


51-52/ 


FOR  EVERY  DOCTOR: 


63.    Thank  you,  doctor.    Now,  before  I  show  you  the  Patient  Record  Form  we  would  like 
you  tc  fill  out,  I  would  like  to  ask  you  about  ambulatory  patients  you  will  be 
seeing  in  your  office  next  week,  that  is,  from  ,  through 


/ 


month    date  month  date 

(Monday)  (Sunday) 

53-54/      55-56/       57-58/  59-60/ 
Are  you  likely  to  see  any  arabulctory  patients  in  your  office  during  that  week? 


Yes 
No  , 


(GO  TO  Q.  64)    1 

.   (ASK  A)    2 


A.     IF  NO:    When  is  the  first  veek  after  that,  that  you  will  be  seeing  any 
ambulatory  patieats  in  your  office? 


/ 


niROUGH 


/ 


month  date 
61-62/  53-64/ 


month  date 
65-66/  67-68/ 


ENTER  DATES  01-  V/EEK,  STARTING  V/ITH  MOtroAY,  THROUGH  SUi<Df.Y. 


I  see.     That  would  be  (DATE)   through  (DATE). 


[321] 


A.  AC  what  office  location  will  yoa  La  secir.^  cuuLal  icc.-y  pacicviCs  d./jin':  that 
7-day  period?     RECORD  Ur.DER  A  AiJu  TliEi;  CGDii  B.  ' 

B.  FOR  EACH  OFFICE  LOCATION'  E2;TERED  Ii!  A,   Cubx:  liii  iji        "i'*'  -  -^'i''^  " 

roiJf'o'F  SCOPE  ("No)~| 


IN  SCOPE  (Yas)  ] 


Private  offices 
Free-standing  clinics 

(non-hospital  based) 
Groups,  partnerships 
Kaiser,  HIP,  Mayo  Clinic 
Neighborhood  Health  Centers 
Privately  operated  clinics 

(except  for  family  planning) 


Hospital  emergency  roojis 
Hospital  outpatient  depar tiiinLs 
College  or  university  infi 
Industrial  outpatient  facilities 
Faaily  planning  clinics 
GoveiTOuient-operated  clinics 

(VD,  inacernal  &  child  health,  etc.) 


IN  CASE  OF  DOUBT,  ASK;     Is  that  (clinic/f acility/inatitution)  hospital  based? 

Is  that  (clinic/f aciliCy/institution)  government 
operated?  ■*" 

Is  that  all  of  the  office  locations  at  which  you  expect  to  see  ambulatory 
patients  during  that  week? 


X 

Y 

IF  NO:     OBTAIN  ADDITIONAL 

OFFICE  LOCAXION(S), 

ENTER  IN  "A" 

BELOV;, 

Aim  REPEAT. 

Office 

A. 

Location 

B. 

In  Scope? 

Yes 

No 

(1) 


(2) 


X  Y 


(3) 


X  Y 


(4) 


X  Y 


IF  ALL  LOCATIONS  ARE  UU r 


.  W  1  Z.  ,       1  ' 


65, 
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During  that  week  (REPEAT  DATES),  Low  maay  ioibulaCory  .patients  do  you  expect 

to  see  in  your  office  priictica?  (DO  i';Gi'  cOUiii'  PATIEi.TS  SEEU  AT  OUT-OF-SCOPE 
LOCATIONS    CODED  IN  64  B.) 

ENTER  TOTAL  UtJDER  "A"  BELOW  AJIl)  CIRCLE  Oc]  APPROPRIATE  LIt:£. 

And  during  those  seven  days  (REPEAT  DATES  IF  MECESSAilY),  on  how  many  day 3 
do  you  expect  to  see  any  ^.abuUtory  patienta?     COUNT  EACH  DA'/  III  WHICH 
DOCTOR  EXPECTS  TO  SEE  AiiY  PATIENTS  AT  Mi  IN-SGOPE  OFFICE  LOCATIOM. 

ENTER  TOTAL  UNDER  "B"  BELOW  kUO  CIRCI E  NLRIBER  IN  APPROPRIATE  COLUi-lM. 
DETERMINE  PROPER  PATIENT  LOG  FORil  FROH  CHART  BELOW.     READ  ACROSS 


ON  "TOTAL  PATIENTS"  LINE  UIJDER 
"DAYS"  COLUMN  UNDER  "B." 


"A"  Aim  CIRCLE  LETTER  IN  APPROPRIATE 


THIS  LETTER  TELLS  YOU  WHICH  OF  THE  FOUR  PATIENT  LOG  FORMS  (A,  B,  C,  D) 
SHOULD  BE  USED  BY  THIS  DOCTOR. 


LOG  FORM  DESCRIPTION 


A  -  Patient  Record  is  to  be 
completed  for  AXL 
patients  listed  on  Log. 


Patient  Record  is  to  be 
completed  for  every 
SECOND  patient  listed 
on  Log. 


C  -  Patient  Record  is  to  be 
completed  for  every 
THIRD  patient  listed 
on  Log. 


D  -  Patient  Record  is  to  be 
completed  for  every 
FIFTH  patient  listed 
on  Log. 


A. 


Expected  total 
patients  during 
survey  week. 


ENTER  TOTAL  FROM 
Q.  65  A. 

07-09/ 


B. 


Total  days  in  practice 


during  week. 


ENTER  TOTAL 
FROM  Q.  65  B. 


10/ 
DAYS 


1 

2 

3 

4 

5 

6 

7 

1  - 

12  PATIENTS 

A 

A 

A 

A 

A 

A 

A 

13  - 

25 

II 

B 

A 

A 

A 

A 

A 

A 

26  - 

39 

II 

C 

B 

A 

A 

A 

A 

A. 

40  - 

52 

II 

C 

B 

B 

A 

A 

A 

A 

53  - 

65 

II 

D 

C 

B 

B 

A 

A 

A 

66  - 

79 

II 

D 

C 

B 

B 

3 

A 

A 

80  - 

92 

ri 

D 

D 

r> 

B 

B 

B 

B 

93  - 

105 

II 

D 

D 

c 

B 

3 

3 

B 

106  - 

118 

11 

D 

D 

c 

c 

B 

3 

B 

119  - 

131 

II 

D 

D 

c 

C 

3 

3 

B 

132  - 

145 

II 

D 

D 

D 

C 

c 

3 

B 

14 

6  - 

158 

II 

D 

D 

D 

C 

C 

B 

B 

159  - 

171 

II 

D 

D 

D 

C 

c 

c 

c 

172  - 

184 

II 

D 

D 

D 

c 

c 

C 

C 

185 

II 

D 

D 

D 

D 

D 

D 

D 

In  the  rare   inscancr^   the   phy  s  i  c  i  ai;  vill   iee  sore   than  500  patieat:, 
his  assignfiJ   r'_p..r:ing  ivu-.k,    ■;iv'^  hi'.'.  t~>  '.:  PiCient   Log  Folios  and  in^cr'.;ct 
cocpleCe   a  pjii'-r.-.t    r-.-c.-jfJ   f-.rz   t         r.ly  c  v  • :  y   t^i.i  r,   patient.     Then  yju  ar- 
jr.  X   Cnrough   :ne   PaCiOiiL  ^  --jri  w:i  ■.-.-•ry  .jLr.ur   pi^^-  of  the   two   folio  , 
with  pag-j   1   of   :iie   pad.     Tr,-.:   ;.:.ybiJiari  c ^.i..;.  1  e t e the   Patient   Log  or.  ■■  . 


[  323] 
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66.     FIND  LOG  FOLIO  WITH  APPROPRIATE  LETTER  AXlO  CIRCLE  LETTER,  EtlTER  FIRST  FOUR 
NUMBERS  OF  FORi-1  AND  rililiSER  OF  LIKES  STAlirEi)  "EEGIN  ON  NEXT  LINE"  FOR  THE 
B-C-D  LOG  FORMS  (if  no  linaa  arc  st^iaiped,  er.tar  "0")  BELOW. 


llf 

FOLIO 

1  9- 

-1  ^  / 

Ho.   of  linea 
Scamped  "BEGIN 
ON  NEXT  LINE" 

FOR  OFFICE  USE  ONLY 

Letter 

Number 

Number  of  patient  record 
forma  completed 

A 

B 

C 

D 

16-18/ 


67.    Here  is  a  Folio  that  contains  a  pad  of  the  Patient  Record  Forms  we  would  like  you 
to  fill  out  during  that  week. 

Your  secretary  should  record  the  name  of  each  presenting  patient  during  the 
week,  writing  in  each  person's  name  on  the  Patient  Log.     (As  you  see,  you  are 
to  fill  out  a  Record  Form  for  every  (second,  third,  fifth)  patient.) 

Your  secretary  can  fill  out  Items  1  through  4,  and  she  should  then  give  the  form 
to  you  to  fill  out  Items  5  through  16.  This  only  takes  a  minute  of  your  time, 
and  can  be  done  either  right  after  the  patient/s  visit  or  at  any  other  convenient 
time  of  the  day. 

Instructions  for  the  various  items  are  printed  on  the  inside  cover  and  back  of 
the  folio,  but  let  me  just  run  through  them  briefly  to  see  if  you  have  any 
questions. 


EXPLAIN  EACH  ITEM  BRIEFLY. 


EMPHASIZE  THAT  EVERY  PATIENT  VISIT  IS  TO  BE  RECORDED  ON  THE  LOG,  EVEN  IF 
PATIENT  DID  NOT  SEE  DOCTOR  HIMSELF. 

At  the  end  of  the  week,  simply  detach  the  Patient  Record  Forms  and  send  them  to 
me  in  this  envelope   (11.\.';d  ENVELOPE). 

We  want  you  to  keep  the  i'aCLent:  Log  in  this  office,   in  order  Co  preserve  Che 
confidentiality  of   Ci,c  i.r.cier.c's  na-ae.     I  will  edit  Che  Patient  Record  Forms 
before  I  send  them  in  :       -r  office,   and  if  I  have  any  questions,   I  will  call 
your  secretary. 

After   I  have   fmishuJ  .  •  :    ~ .  '.  \    ask  her   Co  nail   the  Pat-.e-,;:  ^; 

with   the  patient's  .    :      :        '■.  '  •  ..  ■  of   ?enj:r-..-s    ;  -   Kvans:  •. 

Illinois,    and   I  will    I  ■  .  ■     ;.   r   r    •  -   •■        .    ,    .      (SH  W  AA?  tN  v'ELi.  c'c .  i 

incn,    in  about   six  -■,>''      .    '      •  i  1    thf  '..^.c,  back  to  v-,:i,    anj  we  - .  ;  1 

Send  voa   so,a»    ^i:i.;;l.j    .        "  '     ■'    .. !;  .i .  y  •■  '^d  y:.j  :  .T  r    L ■    ■   ■-■  .  j  :  :  . 
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This  whole  survey  will  be  tremendously  helpful  to  the  Academy,  and  we  certainly 
appreciate  your  cooperation. 


Do  you  have  any  questions?  RECORD  VERMTIM  BELCW  ANY  CONCERN,  PROBLEliS  OR 
QUESTIONS  TliE  DOCTOR  RAISES.  ' 


>  i 

68.     IF  DOCTOR  EXPECTS  TO  SEE  Al-IBULATORY  PATIENTS  AT  MORE  THAN  ONE  IN-SCOPE 
LOCATION  DURING  THE  ASSIG2IED  WEEJL,  TELL  HIM  YOU  WILL  DELIVER  THE  FORMS 
TO  THE  OTHER  LOCATION(S).     EWTER  THE  FORM  LETTER  AND  NUMBER(S)  AND  NUMBER 
OF  LINES  STAMPED  "BEGIN  ON  NEXT  LINE"  FOR  THE  B-C-D  LOG  FOR  THOSE  LCTCATIONS 
BELOW,  BEFORE  DELIVERING  FORM(S). 


Location 

FOLIO 

No.  of  lines 
Stamped  "BEGIN 
ON  NEXT  LINE" 

FOR  OFFICE  USE  ONLY 
Number  of  patient 
record  forms  coapleLed 

Letter 

Nucber 

19-26/ 
27-34/ 
35-42/ 


69.     BEFORE  YOU  Li 


LOCAri..;o  . 

IS   TO  . 


.L,jS  t'li.',  1  .  ^ .  i  i'^iu  r.  •  1-1- 1.'  4-JidL  i--.  1  oi'.  I  PAliLii'i  SJ- 
^Lui;i-_;  iiiii  /-!.■, ./  v'^^^iOD  AT  ALL  Ili-ii-^Oi'E  UFrIC: 
L.)    i.l    i,.Cl.:,^  -.L  .1..    i.l.;    bi^RV       ,     .i:AT  PA  lA  . 


rr.a 
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A.      Name  of  state,  county,  and  zip  code  of  doctor's  practice: 


43-44/ 
45r47/ 

48-52/ 


B.      Size  of  conmunity  in  which  doctor's  practice  is  located: 

DESCRIPTION 

Within  an  SMSA  and  .   .  . 

a  large  central  city  (over  250,000)   01 

a  medium  size  central  city  (50,000  to  250,000)    02 

.  a  suburb  of  a  large  central  city    03 

'  a  suburb  of  a  medium  size  central  city   04 

an  unincorporated  area  of  the  SMSA  (division,  township,  etc.).  05 

'     Not  within  an  SMSA,  (within  a  county)  and  ... 

a  small  city  (10,000  to  49,999)   06 

a  town  or  village  (2,500  to  9,999)    07 

an  incorporated  area  less  than  2,500  or 

an  unincorporated  area  of  1,000  to  2,499    08 

open  country  within  larger  civil  divisions, 

e.g.,  township,  division    09 


53-54/ 


^  c.  . 

•v  ■ 

■i' 

Doctor's  sex: 

55/ 

.  Doctor's  race: 

56/  . 

v.-  ■ 

•', E."';;,  Time  interview  ended; 
l^^i^'l^ii,  Date  of  interview: 


AM 
PM 


57-58/ 


59/ 


Mo. 


Day 


Year 


60-65/ 


Date  of  interview: 


sG*%^  Interviewer  name; 
Interviewer  ID  m 

m—-  


66-70/ 


^"oV^  Signature; 
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APPENDIX  B 


AN  ANALYSIS  OF  INELIGIBILITY  FOR 
INTERVIEW  AND  NONRESPONSE 

At  the  point  of  survey  design  it  was  expected  that 
the  sample  drawn  from  the  AMA  Masterfile  would  be  reduced 
in  size  by  two  factors:     some  physicians  would  be  inelig- 
ible for  inclusion  in  the  survey  and  others  would  choose 
not  to  participate  in  the  survey.     With  this  expectation 
in  mind,   1,457  pediatricians  were  selected  from  the  Master- 
file. 

Table  B.l  indicates  that  39. 7%  of  the  original  sample 
included  physicians  who  were  not  eligible  for  inclusion  in 
the  survey.     This  ineligibility  was  established  in  a  tele- 
phone-administered screening  interview  shown  in  the  previ- 
ous appendix.     Table  B.2  indicates  the  reasons  for  ineligi- 
bility.    The  principal  reason  that  physicians  were  excluded 
from  the  sample  was  that  they  were  not  in  office-based 
practice.     Thirty-six  percent  of  the  original  sample  were 
excluded  from  the  survey  for  this  reason.     Another  14.2 
percent  of  the  sample  were  excluded  because  they  practice 
in  groups  wichngre  than  ten  physicians;   it  was  thought 
that  the  Medicaid  participation  of  physicians  practicini^ 
in  such  large   -/roups  might  .be  conditioned  by  factors  iin '  i  '  •■ 
those  vracilcir.r    in  s-allur         c  in^s  ,    and  therefore  c!u- 


TABLE  B.1.--A  SUMMARY  OF  INELIGIBILITY  FOR  INTERVIEWING  OVERALL,  AND  BY  STATE 


Total 

CA 

CO 

OA 

IN 

lA 

MD 

:    !..■  .:uT 

879 

(60  .  37.) 

62 
(47, 

,  7%) 

61 
(51 

.  37o) 

103 
(83 

.77o) 

85 
(67 

.  57.) 

38 

(49  . 

,  47o) 

69 
(56 

.  67o) 

.    il'K  alter 

578 

(39  .  TL 

68 
(52. 

.  37o) 

58 
(48 

.  77o) 

20 

(16 

.37o) 

41 
(32 

.  57o) 

39 

(50. 

,  67o) 

53 
(43 

.  47o) 

ta!  Sample 

1457 

130 

119 

123 

126 

77 

122 

MA 

NE 

NY 

OK 

PA 

TN 

TX 

ible  after 
leening 

67 

(58.87o) 

• 

31 

(68. 

97o) 

60 
(52. 

67o) 

59 

(51. 

87o) 

68 
(56. 

27o) 

87 

(69. 

07o) 

89 
(70. 

6%) 

j  s;ii)  1  e  after 
1 ecning 

47 
(41.27„) 

14 
(31. 

17o) 

54 
(47. 

47o) 

55 

(48. 

27o) 

53 
(43. 

87o) 

39 

(31. 

07o) 

37 
(29. 

47o) 

114 


45  114  114  121  126  126 


TABLE  B.2.--A  SUMMARY  OF  REASONS  FOR  INELIGIBILITY  FOR 
INTERVIEWING  OVERALL,   AND  BY  STATE 


Total       CA       CO       GA       IN       lA       MD       MA       NE       NY       OK       PA       TN  TX 

54  7734216129426 

t  r  w  i  an          '  (   9 . 3%) 

office-  208          23       20        7        7       15       19       14        4      22       19       30       15  13 

:K;:,ed  (36.07.) 

.cd  during  40  5152001076364 

1  '/H  •  (  6.9%) 

Undci-  20  hrs.  26  2200032064421 

pel   week  (  4  .  57o) 

In  prepaid  55           14       12         0         1         1         7         5         0        4         0         9         0  2 

practice  (  9.57c,) 

Over  10  MDs  82            8       11         0       18       12         0        4         5         1       12         2         3  6 

in  group  (14.27o) 


tired  or  20  011024124211 

deceased  (  3  .  57>) 


TABLE  B. 2 . --Continued 


Total 

CA 

CO 

GA 

IN 

lA 

MD 

MA 

NE 

NY 

OK 

PA 

TN 

TX 

•  .a  L.- 

( s.m 

3 

0 

1 

0 

2 

2 

1 

1 

3 

1 

0 

5 

1 

V.I :  I  - 

7 

(  1.2/0) 

0 

1 

1 

0 

0 

2 

1 

0 

0 

0 

0 

2 

0 

n 

t  :  ce 

3 

(  0.57o) 

0 

1 

0 

1 

0 

0 

0 

0 

1 

0 

0 

0 

0 

I    L  o 

9 

(  1.6%) 

0 

0 

0 

1 

0 

0 

7 

0 

1 

0 

0 

0 

0 

54 
(  9.37o) 

6 

2 

2 

7 

5 

15 

5 

1 

3 

2 

0 

3 

3 

tai 

578 

68 

58 

20 

41 

39 

53 

47 

14 

54 

55 

53 

39 

37 

inuligible  (100.0%) 
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physicians  vere  deemed  ineligible.     Additional  reasons 
for  ineligibility  are  displayed  in  Table  B.2.  Overall, 
ineligibility  reduced  the  sample  to  879  pediatricians. 

Out  of  the  879  remaining  pediatricians,   814  partici- 
pated in  the  survey  --  a  response  rate  of  92.6  percent. 
Differential  nonresponse  by  state  is  shown  in  Table  B.3. 
Response  rate  ranged  from  a  low  of  86.9  percent  in  Colo- 
rado to  a  high  of  98.3  percent  of  Oklahoma.     A  chi-square 
test  indicated  no  significant  differences  in  response  rate 
by  state.     In  addition,  no  significant  differences  in 
response  rate  were  found  by  sex,  place  of  medical  education, 
or  age  of  the  physician.     There  is  some  evidence  that 
board-certified  pediatricians  were  more  likely  to  respond 
to  the  interview  than  non-board-certified  pediatricians 
(93.8  percent  as  compared  with  89.5  percent).  Although 
the  differences  appear  slight,   the  chi-square  test  is  sig- 
nificant at  the  .04  level. 

There  was  some  concern  that  there  might  be  differen- 
tial Medicaid  participation  among  physicians  who  would  or 
would  not  participate  in  the  survey.     Of  the  65  nonrespond- 
ents,   28  agreed  to  answer  a  question  in  the  screening  inter- 
view about  their  Medicaid  participation.     It  was  found  that 
while  85.1  percent  of  the  respondents  treat  Medicaid  patient 
only  75  percent  of  the  nonrespondents  do.     However,   the  chi- 
square  test  indicatuJ  no  statistically  significant  dif- 
ferences,       i  n-i  1  1  V  .         n-   Lhe  re:p>nclents,    the  average 


TABLE  B.3.--A  SUMMARY  OF  RESPONSE  RATES  OVERALL,  AND  BY  STATE 


Total  CA  CO  GA  IN  lA  MD 

S14  58  53  97  77  37  64 

(92.6%)  (93.57o)  (86.97o)  (94. 2%)  (90.6%)  (97.47.)  (92.8%) 

ndeins             65  4  8  6  8  1  5 

(  7.47.)  (  6.57o)  (13.17o)  (  5.8%)  (  9.47o)  (  2.67,)  (  7.2%) 


■  1 c  after 

...!ung  879  62  61  103  85  38  69 


MA  NE  NY  OK  PA  TN  TX 

nuiunts                63  27  54  58  63  84  79 

(94.0%)  (87.1%)  (90.0%)  (98.3%)  (92.6%)  (96.6%)  (88.8%) 

(.■f^iiondents            4  4  6  1  5  3  10 

(  6.0%)  (12.9%)  (10.0%)  (  1.7%)  (  7.4%)  (  3.4%)  (11.2%) 

I  •  . : :  t  I.'  r 

67  31  60  59  68  87  89 
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doctor  devotes  16.9  percenc  of  his  practice  to  Medicaid, 
v/hile  for  nonrespondents  this  proportion  is  14.21  percent 
According  to  a  t-test,   this  difference  is  not  significant 
Thus,   v;hile  only  43  percent  of  the  nonrespondents  were 
willing  to  answer  a  question  about  their  Medicaid  partici 
pation,   it  was  possible  to  allay  some  doubts  about  differ 
ential  Medicaid  participation  among  respondents  and  non- 
respondents  . 
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APPENDIX  C 
AREA  PRICE  DEFLATOR 

Most  variables  in  the  analysis  that  are  expressed 
in  monetary  terms  have  been  adjusted  to  control  for  geo- 
graphic variations  in  the  cost  of  living.     Variables  that 
have  been  adjusted  in  this  way  include  the  following: 

1.  State  Medicaid  reimbursement  for  a  follow-up 
office  visit. 

2.  Zip  code  area  per  capita  income,  1970. 

3.  Index  of  nonphysician  personnel  costs. 

Table  C.l  presents  the  cost  of  living  index  values  that 
were  used  to  adjust  these  monetary  variables. 


-334- 


TABLE  C.1.--C0ST  OF  LIVING  INDEX  VALUES  BASED  ON 

AN  INTERMEDIATE  BUDGET  FOR  A  FOUR  PERSON 
FAMILY,  AUTUi-C^  1976   (U.S.   URBAN  AVERAGE  =  100) 


State  Index  Value 


Texas 

Austin  88 

Dallas  9X 

Houston  92 

Other  Metro  (Austin)  88 

Nonmetro  (South)  85 

Indiana 

Northwestern  Ind.    (Chicago  area)  102 

Indianapolis  98 

Cincinnati  area  97 

Other  metro  (Indianapolis)  98 

Nonmetro  (North  Central)  92 

Iowa 

Cedar  Rapids  98 

Other  metro  (Cedar  Rapids)  98 

Nonmetro  (North  Central)  92 

Nebraska 

Metro  (Cedar  Rapids)  98 

Nonmetro  (North  Central)  92 

California 

Bakersfield  92 

Los  Angeles-Long  Beach  99 

San  Diego  98 

San  Francisco-Oakland  106 

Other  metro   (Bakersfield)  92 

Nonmetro  (West)  90 

New  York 

Buffalo  106 

New  York                                                  .  116 

Other  metro   ( B  ;f falo)  106 

Nonmetro               cast)  99 
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TABLE  C . L . --Continued 


State  Index  Value 


Massachusetts 

Boston  119 

Other  Metro  (Hartford,   CT)  106 

Nonmetro  (Northeast)  99 

Georgia 

Atlanta  91 

Other  metro  (Atlanta)  91 

Nonmetro  (South)  85 

Tennessee 

Nashville  91 

Other  metro  (Nashville)  91 

Nonmetro  (South)  85 

Oklahoma 

Metro  (Dallas,  TX)  91 

Nonmetro  (South)  85 

Pennsylvania 

Lancaster  97 

Philadelphia  104 

Pittsburgh  .96 

Other  metro  (Lancaster)  97 

Nonmetro  (Northeast)  99 

Maryland 

Baltimore  100 

Other  metro  (Baltimore)  100 

Nonmetro  (South)  85 

Colorado 

Denver  98 

Other  metro  (Denver)  98 

Nonmetro   (West)  90 


SOURCE:  U.S.  D'.jpartment  of  Labor,  Bureau  of  Labor 
S L a n  i o  L  i c  .s  ,  Handbook  of  Labor  Statistics  , 
Bull.   :;  1  .    2000,   June   19  79. 
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APPENDIX  D 
INSTRUrEENTAL  VARIABLES 

It  was  noted  in  Chapter  4  that  two  variables  in  the 
analysis  may  be  subject  to  some  reverse  causality.  While 
we  expect  that  Medicaid  participation  is,   in  part,  a  function 
of  the  proportion  of  claims  returned  for  additional  work, 
and  the  length  of  time  it  takes  to  complete  a  Medicaid  claim, 
the  reverse  is  also  true.     The  proportion  of  claims  returned 
and  the  number  of  minutes  needed  to  complete  a  claim  are,  in 
part,  a  function  of  the  amount  of  Medicaid  participation. 

The  use  of  instrumental  variables  is  designed  to  minimize 
the  effects  of  reverse  causality.     The  researcher  identifies 
an  instrument  composed  of  variables  that  are  correlated  with 
the  independent  variable  (in  these  cases,  proportion  of 
claims  returned  and  minutes  needed  to  complete  a  claim) ,  but 
are  not  a  function  of  the  dependent  variable  (in  this  case, 
extent  of  Medicaid  participation) . 

For  the  first  variable  in  question,   the  instrument  was 
developed  through  the  regression  of  19  selected  variables  on 
the  log  of  the  proportion  of  claims  returned.     This  regres- 
sion is  shovm  in  Table  D.l.     As  noted  earlier,   these  vari- 
ables were  selecc.ed  because  they  were  correlated  with  propor- 
tion of  claims  returned,   but  seemed  less  likely  to  be  a 
function  of  Medicaid  participation.     Moreover,    these  19  v.;;-i- 
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TABLE  D. 1 . --ORDINARY  LEAST  SQUARES  REGRESSION 
ANALYSIS  OF  LOG  OF  THE  PROPORTION  OF  MEDICAID 
CLAIMS  RETURNED  FOR  ADDITIONAL  WORK 


Variable 

b 

Beta 

F 

Lop  of  the  DroDortion  of 
time  a  Blue  Shield  claim 
is  returned  for  additional 
work 

.274 

.273 

23.4 

l.nv  nf  l"hp  DTODortion  of 
time  a  Commercial  Insurance 
claim  is  returned  for 
additional  work 

.301 

.265 

22.9 

Percentage  of  physician's 
time  spent  on  administra- 
tive activities 

.002 

.010 

0.05 

Number  of  full  time 
equivalent  physicians 
in  the  doctor's  practice 

.048 

.068 

2.00 

Number  of  nonphysician 
employees  per  full  time 
equivalent  physician  in 
the  doctor's  practice 

-  .  021 

-  .028 

0.36 

Number  of  years  of 
practice  in  the  same 
location 

.006 

.051 

1.28 
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TABLE  D. 1 . --Continued 


Variable 

b 

Beta 

F 

Number  of  patients  seen 
during  the  week  after 
the  survey 

-.001 

-.047 

0, 

,95 

California 

.107 

.023 

0, 

,15 

Colorado 

.  390 

.083 

1, 

,93 

Georgia 

.192 

.040 

0, 

.47 

Indiana 

-.089 

-.026 

0, 

,  14 

Iowa 

.397 

.082 

1, 

.92 

Maryland 

.175 

.041 

0, 

.43 

Massachusetts 

.  325 

.  066 

1 , 

.  28 

Nebraska 

-.872 

-.125 

5 

.52 

New  York 

.536 

.012 

2, 

.80 

Oklahoma 

-.214 

-.051 

0, 

.65 

Pennsylvania 

-.119 

-.027 

0 

.19 

Tennessee 

-.172 

-.043 

0, 

.43 

Constant  1.154 

=  .253 
F  (19,   395)  =  7.03 
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ables  are  not  included  elsewhere  in  the  analysis.     Table  D.l 
shows  that  the  regression  equation  explained  25  percent  of 
the  variation  in  the  log  of  the  proportion  of  claims  returned. 
This  equation  was  used  to  calculate  values  for  the  instru- 
mental variable  and  these  values  then  replaced  the  original 
variable  in  the  analysis. 

This  process  was  repeated  for  the  second  variable,  the 
log  of  the  number  of  minutes  needed  to  complete  a  Medicaid 
claim.     The  regression  is  shown  in  Table  D.2.     The  regression 
equation  explained  41  percent  of  the  variation  in  the  log  of 
the  number  of  minutes  needed.     This  equation  was  used  to 
calculate  values  for  the  instrumental  variable  and  these 
values  then  replaced  the  original  variable  in  the  analysis. 

In  Chapter  6,  where  the  instrumental  variables  are  used, 
it  is  noted  that  the  results  achieved  using  the  instrumental 
variable  differ  little  from  those  achieved  using  the  two 
variables  in  their  original  form.     Thus,   the  instrumental 
variable  approach  has  not  altered  the  conclusions  we  would 
draw  about  the  effect  of  these  two  variables  upon  the  physi- 
cians'  extent  of  Medicaid  participation.     This  should  prove 
comforting  to  those  skeptical  of  the  approach.     Moreover,  it 
would  seem  to  indicate  either  that  there  is  not  much  reverse 
causality  present,   or  that  there  is  reverse  causality  but  it 
is  not  captured  ':>■    r:;e  instruments  created.  Nonetheless, 
by  using  the  in.  •  :  .i-t^ncs   in  c:ie  analysis,    the  issue  of 
reverse  caus  : .  '        :  '  •  •■:<  .uidressed. 
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TABLE  D. 2--0RDINARY  LEAST  SQUARES  REGRESSION  ANALYSIS  OF 
LOG  OF  THE  NUMBER  OF  MINUTES  NEEDED  TO  COi^IPLETE  A  MEDI- 
CAID CLAIM  FOR  REIMBURSEMENT 


Variable 


Log  of  the  number  of 
minutes  needed  to  complete 
a  Blue  Shield  claim 

Log  of  the  number  of 
minutes  needed  to  com- 
plete a  commercial 
insurance  claim 

Percentage  of  physician's 
time  spent  on  adminis- 
trative activities 

Number  of  full  time 
equivalent  physicians 
in  the  doctor's  practice 

Number  of  nonphysician 
employees  per  full  time 
equivalent  physician 
in  the  doctor's  practice 

Number  of  years  of 
practice  in  the  same 
location 


b  Beta  F 

.412  .407  32.36 

.253  .239  11.39 

.002  .019  0.23 

.032  .071  2.79 

-.004  -.009  0.04 

.001  .020  0.25 
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TABLE  D. 2. --Continued 


Variable  b  Beta 


Number  of  patients  seen 


during  the  week  after 
the  survey 

.000 

.001 

0 

.00 

California 

.225 

.075 

1 

.93 

Loiorado 

.371 

.124 

5 

.42 

Georgia 

-.207 

-.068 

1 

.68 

Indiana 

-.038 

-.017 

0 

.07 

Iowa 

-  .027 

-.009 

0 

.03 

Maryland 

.062 

.023 

0 

17 

Massachusetts 

.131 

.042 

0 

64 

Nebraska 

.046 

.010 

0 

05 

New  York 

.067 

.018 

0. 

14 

Oklahoma 

.190 

.071 

1. 

58 

Pennsylvania 

-  .027 

-.009 

0. 

03 

Tennessee 

-  .022 

-  .008 

0  . 

02 

Constant  .408 


R    =  .4on 

F  (19,    -./J)  =14.43 
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